Vol.19 No.8 
August, 1958 § 


IN THIS ISSUE: 


SCHEDULE OF COMMITTEE APPOINTMENTS, 1958-59 


a way of escape 
from allergy 


QUALITY / RESEARCH / INTEGRITY 


CO-PYRONIL 


(Pyrrobutamine Compound, Lilly) 


acts fast to provide 
unusually long-lasting relief 


EACH PULVULE PROVIDES: 


‘Pyronil’ (Pyrrobutamine, Lilly). eee 15 mg. 

‘Histadyl’ (Thenylpyramine, Lilly) ...... 25 mg. 
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USUAL DOSAGE: 2 or 3 pulvules daily 
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“Nocturia and orthopnea have disappeared since he’s 
on NEOHYDRIN-—and he’s edema-free when he 
wakes in the morning.” 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his problems and by adjustinert to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


WHAT IS A CATASTROPHE? 
Webster Says; — 


An event overturning the order or system of things, a 


great misfortune. 


We Say; — 

That it is when one purchases a machine, appliance or 
piece of scientific equipment and later finds out that he can not 
obtain service on it. 


WINCHESTER sells the best equipment obtainable. 
We supply parts and maintain service on every piece 
of equipment we sell. 


Distributors of KNOWN BRANDS of PROVEN quality 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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Comments by investigators on 


Roba 


(@Methocarbamol Robins, U.S. Pat. No. 2770649) 


—the remarkably efficient skeletal muscle relaxant, 
unique in chemical formulation, and outstanding for 
sustained action and relative freedom from adverse 
side effects. 


PUBLISHED REFERENCES: 1, Carpenter, E. B.: Southern Medical Journal 51: ment 1958. 
2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M., and Truitt, E. B., Jr.: J. 


Soc. Exper. Bio. & Med. 95:422, 1957 tt, B., 
A. and Little, J. M.: J. Pharm. & Exper. Therap. 189, Tost. 


Supply: Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 


A. H. ROBINS CO., INC., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 


Summary of four new published clinical studies: 


Robaxin Beneficial in 95.67% of Cases of Acute Skeletal Muscle Spasm'->.°.¢ 


NO. 
PATIENTS 


CONDITION RESPONSE 


stuby 1* “ slight 
Skeletal muscle 
spasm secondary to 
acute trauma 26 


STUDY 2? “pronounced” 
Herniated disc 25 
Ligamentous strains 4 
Torticollis 3 
Whiplash injury 2 
Contusions, 

fractures, and 
muscle soreness 
due to accidents 3 


stuby 3° “excellent” 


Herniated dise 6 
Acute fibromyositis 8 
Torticollis 


stupy 4° “significant” 


Pyramidal tract 
and acute myalgic 
disorders 27 


TOTALS . 104 28 


(75.3%) (20.3%) 
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Ameren Medical 


THE JOURNAL | 


Ameviren 


THE JOURNAL 


journal 
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“In the author's clinical expe: 
ence, methocarbamol has af- 
forded greater relief of muscle 
& Exper. Therap. 119:161, 1957. 4. Morgan, A. M., Truitt, E. B., Jr., and Little, J. M.: J. period of time without undesir- et 
Am. Pharr Ass Ed. 46:37 1957 "Doherty, D. und Shields, C .t J.A.M.A, 
167:160, 1958 Park, H M.A 167 168. 1958 cf Truitt. 5 side effects or toxic \ 
tterson, R. B. 
tions than any other commonly 
was obtained inall patients with 
significant reduction in voluntary 
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PANTHODERM( cream 


the first and only topical therapy to contain pantothenylol 


in 2 oz. and 1 Ib. jars; 
1 oz. tubes. 
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DIAPER RASH 
EXCORIATED BUTTOCKS 
CHAFING, HEAT RASH 
INTERTRIGO 

ITCHING 


idssets Cream treats the infant’ 
‘tender, care.” Clinically it has 


nthoderm Cream “favorably influenced t 
course of various ulcerative: and pyogenic der! 
A majority healed and many showed various degr: 
of improvement.” Gratifying response has been: 
obtained even in long standing cases of extern 
ulcers, burns, wounds, pruritus vulvae, a vari 
of dermatoses. Minimum risk of sensitization. 


jinty as a fine cosmetic, 


healing—safely 
uriti 
antibacterial effect...in ty of dermatoses.” 
< 
: 
East 43rd Street, NewYork 17,N.Y. 
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C PETN + ©C) ATARAxX®S 


( THRITOL TE oF 


9 For cardiac effect: PETN is “. . . the most effective drug 
why PETN: currently available for prolonged prophylactic treatment 
of angina pectoris.”” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two ? For greater therapeutic success: In clinical trials, CARTRAX 


was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks .. . require less 
nitroglycerin ... have increased tolerance to physical effort 


... and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 
Dosage and Supplied: Begin with 1 to 2 yellow carTRAx “10” 
— (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
NEW YORK 17, NEW YORK hen indicated this may be increased by switching to pink CARTRAX 
Division, Chas, Pfizer & Co., Ine. BO" tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
" write ““CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 
CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma. 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


@ Zanchol produces a bile low in sediment. 
@ Zanchol enhances the abstergent quality of bile. 


@ Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the 7 “don'ts” 
of office psychotherapy? 


(1) Don’t argue—let patient “talk »ut” his troubles. (2) Don’t counsel —help 
him solve his own problems. (3) Don’t be hostile—allow patient to express 
hostility without reciprocating. (4) Don’t be unsure—stress significance of 
normal or abnormal physical findings in relation to symptoms. (5) Don’t be 
too reassuring—overoptimism may suggest you take the symptoms too 
lightly. (6) Don’t approve or censure. (7) Don’t be too credulous— patients’ 
words may conceal hidden meanings. 


Source — Hyman, M.: Some Aspects of Psychiatry in General Practice, GP 16:83 
(Oct.) 1957. 


calmative N 0 STYN ¢ 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


for tranquil—not “tranquilized” patients 


“Anxiety and nervous tension states appeared to be most benefited....The patients 
experienced and expressed a feeling of greater inward security, serenity.... Mental 
depression, one of the undesirable side actions in many other sedatives, did not 
develop in any of the patients....”* 
*Bauer, H. G.; Seegers, W.; Krawzoff, M., and McGavack, T. H.: A Clinical Evaluation 
of Ectylurea (NosTyN®), in press. 

dosage: Children—150 mg. (4 tablet) three or four times daily. Adults — 150-300 
mg. (2 to 1 tablet) three or four times daily. 


supplied: 300 mg. scored tablets; bottles of 48 and 500. 


(sy AMES COMPANY, INC > ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto aaase 


~~ 
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INCOME for the members of the 
North Carolina Medical Profession 


Pays From The First Day of Medical Attention Dur- 
ing Total Disability and Total Loss of Time Because 
of SICKNESS or ACCIDENT Originating After the 
Effective Dates of Coverages and For As Long As 


Total Disability, Total Loss of Time and Regular Medical Attention Continue 
NOT FOR ONLY 26 WEEKS—NOT FOR ONLY 52 WEEKS 
BUT EVEN FOR YOUR ENTIRE LIFETIME! 


House Confinement not required at any time. 
Accidental loss of hands, feet or eyesight pays monthly benefits— 
not just a lump sum. 


EXTRA BENEFITS—Double monthly benefits while you are hospi- 
talized payable for as long as three months. 

Cash benefits for accidental death. 

Double income benefits if disabled in specified travel accident 
named in the policy. 


OTHER IMPORTANT FEATURES—Waiver of Premium Provision. 
Limited Commercial Air Line Passenger Coverage. No Automatic 
Termination Age During Policy Period. A Special Renewal Agree- 
ment. 


EFFECTIVE DATES OF COVERAGES—EXCEPTIONS 


This policy covers accidents from Noon of the Policy date and sickness originating more 
than thirty days after the Policy Date, unless specifically excluded — except — the policy 
does not cover, and the premium includes no charge for loss which is caused by: war or any 
act of war or while in military service of any country at war; suicide or attempted suicide; 
insanity or mental derangement; travel outside the United States, Alaska or Canada (un- 
less otherwise extended by rider) and ¢ rronautics or air travel other than limited commer- 


cial air line passenger travel. 


(MP 3208) 
UNITED 
INSURANCE 
COMPANY 
OF AMERICA 


UNITED INSURANCE COMPANY OF AMERICA, 
Lifetime Disability Income Dept. 

301 East Boulevard, Charlotte 3, North Carolina. 


| would like more information about your 
lifetime disability income protection. 


| understand | will not be obligated. Home Office: Chicago 5, Illinois 


Address 8 6 Mail coupon today while 


or attached letterhead. 


you are still healthy 


x 
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~ “the G-I tract 
is the 
barometer 
of the mind...”’ 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 


synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 
gastrointestinal tract. 


BARB 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES & COM PANY, Richmond, Virginia 


‘ 
om 
Fair 
Change 
Rain 
Storm Bf 
4 
oe 
4 
£ 
‘ 


ach double-layered Entozyme 
tablet contains: 
in, N.F 250 mg. 
—released in the stomach from 
gastric-soluble outer coating 
of tablet. 


Richmond 20, Virginia 
of Merit since 1878 


To assure 
good 
nutrition— 


need not rely on “wishing” 


A a comprehensive supplement to deficient natural 
secretion of digestive enzymes, particularly in older — 
patients, ENTOZYME effectively improves nutrition by 
bridging the gap between adequate ingestion and proper 
digestion. Among patients of all ages, it has proved help- 
ful in chronic cholecystitis, post-cholecystectomy syn-— 
drome, subtotal gastrectomy, pancreatitis, dyspepsia, 
food intolerance, flatulence, nausea nutri- 
tional disturbances. 


For comprehensive digestive enzyme replacement— 


Robins 


i 
7 
4 
~ 
. 
“Sat 
3 
ig 
4 4 
Bile Salts 150 mg. 
| released in the small intestine 
from enteric-coated inner 
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inthe 
Menopaus 


triple benefits 


first relieves apprehension, anxiety and irritability 


restores endocrine balance; relieves vasomotor 


S O n and metabolic disturbances 


relaxes skeletal muscle; relieves low back pain, 


th l r¢ tension headache 


Each tablet contains: 
] Miltown (meprobamate, Wallace) . . .400 mg. 


2-methy!-2-n-propyl-1,3-propanediol dicarbamate 
MILTOWN® CONJUGATED ESTROGENS Conjugated Estrogens (equine)... ... 0.4 mg. 
2 TRANQUILIZER WITH (EQUINE) 


? les of 60 tablets, 
MUSCLE-RELAXANT ACTION ORALLY ACTIVE ESTROGEN 


Dosage: 1 tablet t.i.d. in 21-day courses 
H with one week rest periods; should be 
adjusted to individual requirements. 


(iF waLiace LABORATORIES, New Brunswick, N. J. Literature and samples on request 
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How to live comfortably, \ 


with no monéy at all... 


Perhaps, on a South Sea Island, you could live . . . even live comfortably, 
without any money at all. Whether well or sick or disabled, there would 
be no need for cash. 


Here in the good old U. S. A., it’s an entirely different problem. And that 
is one of the worries peculiar to the Professional Man. If he becomes 
disabled by sickness or accident, his professional income usually stops. 
There’s no boss to keep him on the payroll; no 30-day sick leave; 
no Workmen’s Compensation, 


That’s why so many Doctors protect themselves against such financial 
disaster with Mutual of Omaha Accident and Health insurance. Ask about 
our PROFESSIONAL MEN’S PLAN, designed to meet the special problems 
of the Medica! Profession. 


Largest Exclusive Health and Accident Company in the World. 


G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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NOW...A NEW TREATMENT 


THE PROPHYLAXIS 
ANGINA PECTORIS 


‘Cardilate’ tablets GX shaped for easy retention 
in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Van.) 1958. 


Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: H uid. 


Sulfaguanidine 
EFFECTIVE ANTIDIARRHEAL 


Opium tincture ............. 0.08 cc. 
(equivalent to 2 cc. paregoric) 


: Adults: Initially 1 or 2 tablespoons from . 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 


ment; reduce dosage as diarrhea New York 18, N. Y. 
subsides. 


Children: 4% teaspoon (=2.5 cc.) per 
15 |b. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fi. oz. 
Exempt Narcotic. Available on Prescription Only. 


& 
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e postoperatively 
e in pregnancy when 
vomiting is persistent 
e following neurosurgical 
diagnostic procedures 
f e in infections, intra-abdominal 
O r disease, and carcinomatosis 


e after nitrogen mustard therapy 


nausea 
and vomiting 


Squibb Triflupromazine 


e provides prompt, potent, and long-lasting control 

e capable of depressing the gag reflex 

e effective in cases refractory to other potent antiemetic agents 
e may be given intravenously, intramuscularly and orally 

e no pain or irritation on injection 


ANTIEMETIC DOSAGE: 
Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution — 1 cc. ampuls (20mg./cc.) 
Oral tablets — 10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


SQuisB Squibb Quality — The Priceless Ingredient 


19 SQUIBB TRAOEMARR 


VESPRIN 
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fo more completely control the 
symptoms of the common cold 


For your patients suffering from colds, respiratory dis- 
orders and allergic states, you will find CONTRAMAL-CP 
an orally effective DECONGESTANT, ANALGESIC, 
ANTIPYRETIC and ANTIHISTAMINIC. The inclusion 
of Tristamine* and Phenylephrine Hydrochloride with the 
basic CONTRAMAL formula is designed to provide .. . 
MORE complete control of the common cold! 


*Tristamine . . . (triple-Antihistamines) 
by Physicians Products Company con- 


tains Chlorpheniramine Maleate 1.25 
mg., Phenyltoloxamine Citrate 6.25 CONTRAMAL-CP .. . each 
mg., and Pyrilamine Maleate 12.5 mg. orange capsule contains: 
Acetyl-p-aminophenol 325 mg. 
Salicylamide 225 mg. 
Caffeine 30 mg. 
Phenylephrine Hydrochloride 5 mg. 
Tristamine* 20 mg. 
Supplied — bottles 100 and 1000 
capsules 


BE PRODUCTS CO., INC. 


2958 PETERSBURG, VIRGINIA 


CLINICAL SAMPLES GLADLY SENT UPON REQUEST 
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when eating moves outdoors... 


CREM 


SULFASUXIDINE® SUSPENSION WITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 
CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 
mucosa. 
Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 

MERCK SHARP & DOHME 


CREMOSUXIDINE and SULFASUXIDINE 
are trade-marks of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Two to grow on... 


PABLUM Cereals are the original pre-cooked cereals for babies. 
Vitamin and iron enriched. Pablum Mixed Cereal, Rice Cereal, 
Barley Cereal, High Protein Cereal, Oatmeal . . . the baby cereals 
made to pharmaceutical standards—especially processed for extra 
smoothness and lasting freshness. 


BiB Juices are the newest addition to the Pablum Products family. 
The first medically accepted orange juice for babies is branded BiB. 
All five BiB Juices are processed to meet babies’ special needs — 
Orange, Orange-Apricot, Prune-Orange, Pineapple with Acerola, and 
Apple with Acerola. 


You can specify Pablum Products with confidence... 


\ Mead Johnson 


Symbol of service in medicine © Pablum Products Division of Mead Johnson & Company, Evansville 21, Indiana 
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9, April 1956. 179. Friedman; &. “The treatment of chronic headache with mepro- 
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in eath thead indications 
for a Ganquilizer... 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+) it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 

tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1 mg. tablets or 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied : 10,25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 
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ethically promoted 


Meta 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 

Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 
circulation within the vaginal walls. 

Its pleasant, deodorizing fragrance also meets the esthetic demands 

of your patients. 

Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 

Supplied in 8-oz. containers, 2 teaspoonfuls in 2 quarts of warm water, 
douche as prescribed. 


Printed douching instructions for patients available upon request. 


BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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WEIGHT REDUCTION: Obese patients may [resist dieting because they fear Iqsing the emotional security often involved in overeating. AMBAR heips 
them hold the diet line by giving them a more alert; brighter outlook. Jitrers: |Methamphetamine, a potent.cns augmenter, pro- 
duces less cardiovascular effect than amphetamine. {n AMBAR jt is combined with just enough phenobarbital to prevent overstimulation. AMBAR 
EXTENTABS provide 10-12 hours of appetite suppression in xtended-action tablet: methamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR TA sp aces therapy ¢ontain methamphetamine hydro- 
chioride, 3.33 mg.; phenobarbital (14 gr.) 21.6 mg. A) H. ROBI 
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you and your patient 


can see the improvement 


® Ophthalmic Suspension 
prednisolone, 0.5%, 
plus sulfacetamide sodium, 10% 
Ointment with Neomycin, 0:25% 


in blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and other 
external eye 
conditions 


* prednisolone effectively checks 
inflammation and allergy 

¢ sulfacetamide sodium, with its wide-spectrum 
antibacterial range, controls infections 
caused by common eye pathogens 

* addition of neomycin sulfate to prednisolone 
and sulfacetamide sodium in METIMyYD Ointment 
broadens the antibacterial spectrum; the ointment 
also assures sustained therapeutic action during the night 
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... acts fast to provide unusually long-lasting relief 


‘Co-Pyronil’ combines a long-acting and 
a short-acting antihistamine with a syn- 
ergistic sympathomimetic. It usually 
begins to combat symptoms within fif- 
teen to thirty minutes and eliminates 
them for as long as twelve hours. Thus 
you can give your hay-fever patients and 
other allergy victims remarkably com- 
plete relief on a dosage of only 2 or 3 
pulvules daily. 


**Co-Pyronil’ (Pyrrobutami d, Lilly) 


EL! LILLY AND COMPANY e 


Prescribe ‘Co-Pyronil’ in attractive 
green-and-yellow pulvules for adults; in 
tiny red pediatric pulvules or tasty sus- 
pension for children. 


Each Pulvule ‘Co-Pyronil’ provides: 
*Pyronil’ (Pyrrobutamine, Lilly) 15 mg. 
‘Histadyl’ 

(Thenylpyramine, Lilly) 
‘Clopane Hydrochloride’ 

(Cyclopentamine 

chloride, Lj 4 
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Oral Hypoglycemic Agents in the Treatment 
Of Diabetes Mellitus 


HOWARD F. Root, M.D.* 
BOSTON, MASSACHUSETTS 


Observations upon nearly 1,500 diabetic 
patients who have received oral hypogly- 
cemic agents since November, 1955, have 
both stimulated expectation of further dis- 
coveries and at the same time placed limits 
upon their use. The oral treatment has in- 
spired in the minds of patients and doctors 
hope of greater advances and has stimu- 
lated research in an extraordinary degree. 

Shortly before the discovery of insulin it 
was noted that tetany following parathy- 
roidectomy may be accompanied by hypogly- 
cemia and by increased levels of guanidine 
in the blood’). Frank, Stern, and Noth- 
man‘) noted in 1921 that in experimental 
animals guanidine produced spasms and 
convulsions associated with hypoglycemia 
which did not respond promptly to glucose. 
In a series of three papers they reported 
that a higher homologue of guanidine, 
beta - methylene - biguanidine (Synthalin) 
produced convulsions in dogs which re- 
sponded to intravenous glucose. Synthalin 
given in doses of 30-50 mg. daily decreased 
glycosuria, and there were various reports 
of success in treating mild to moderate dia- 
betic patients. Although the discovery in 
1921 of insulin, with its superior physiol- 
ogic effect, lessened the interest in Syn- 
thalin, it continued to be studied, and a 
series of successes along with some criti- 
cism were reported during the years until 
1929. Continued reports of its toxic effect, 
especially on the liver of animals, were 
made; but it was probably the extraordi- 
nary effects of insulin which finally dis- 


Read before the Second General Session, Medical Society 
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placed Synthalin in the attention of stu- 
dents of diabetes at that time. 

Other instances of hypoglycemic effects 
obtained in the use of various substances 
have been reported. Thus Blotner and Mur- 
phy reported that an aqueous liver extract 
could produce a definite decrease in blood 
sugar level. They did not, however, isolate 
a blood sugar-reducing substance from the 
extract. Extracts of blueberry leaves ap- 
peared to improve carbohydrate tolerance; 
and this substance, called Myrtillin, had a 
short life. Other plant extracts have been 
reported but never proven effective. 


Arylsulfonylurea Compounds 


The earliest observations on these com- 
pounds were those of Janbon and asso- 
ciates‘*), working at Montpelier, France. 
They, together with Loubatieres and oth- 
ers'*), presented their results at the Con- 
gress in 1942. Chen, Anderson, and Maze, 
in the laboratories of Eli Lilly Company, 
found that sulfanilamido-cyclopropyl-thia- 
zole had a blood sugar lowering effect in 
rabbits. Significant clinical application of 
these findings was made in 1954 when, in 
Berlin, Franke and Fuchs, while testing the 
antibacterial activity of a new compound, 
designated as BZ-55, noted that the subject 
developed hunger, sweating, and tremor, 
suggesting hypoglycemia. Later the blood 
sugar was indeed found to be low. Their 
use of the drug in diabetic patients met 
with success in many; and eventually thou- 
sands of patients in Germany, this country, 
and South America received clinical trial. 

Carbutamide (BZ-55): This drug, intro- 
duced in the United States and Canada in 
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1955, was distributed for clinica] trial by 
Eli Lilly Company, and during the follow- 
ing year 7,000 persons received this drug 
from their physicians. It was found to be 
a potent hypoglycemic agent in certain re- 
sponsive individuals, but later the incidence 
of toxic effects proved higher than antic- 
ipated. It was, therefore, withdrawn. 


Chlorpropamide (Compound T-607): 

The last of the sulfonylurea compounds, 
which is on clinical trial at present, is this 
substance which resembles tolbutamide (to 
be discussed later) except for the substitu- 
tion of a chlorine atom for the CH. at one 
end of the benzol ring and a propy! instead 
of a butyl characterization. Chlorpropamide 
has been used so far in but a few patients. 
Apparently it is somewhat more effective 
than Orinase in reducing the blood sugar 
level, so that at present in our testing of 
patients we use as a test dose only 1.5 Gm. 
instead of 3.0. 


Experience with Tolbutamide 

Under the name of Orinase this substance 
has been used widely in the United States. 
Our experience began in February of 1956. 
Selection of patients for its use has been 
made by various methods in various clinics. 

1. Clinical trial: Here insulin has grad- 
ually been substituted by Orinase without 
any preliminary testing. 

2. Evaluation of the type of diabetes with 
reference to ketosis: 

Duncan‘*) has proposed that patients be 
selected according to the ease with which 
they develop ketosis. He has suggested with- 
drawing insulin in patients in the hospital 
and determining how many hours are re- 
quired before the appearance of diacetic 
acid and acetone in the urine. In those in 
whom significant ketonuria appears in eight 
hours, tolbutamide is considered to be con- 
traindicated. 

8. The response test: Interpretations of 
this four-hour test are perhaps varied. Our 
practice has been to omit insulin on one 
day; on the second day we omit it again and 
the patient comes to the physician’s office 
in the fasting state. A blood sugar deter- 
mination is made, and then the patient re- 
ceives 3.0 Gm. of Orinase by mouth. The 
blood sugar is determined at two and four 
hours thereafter. At first we accepted as a 
good response a 25 per cent decline in the 
level of blood sugar. At present the simplest 
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and most satisfactory rule is to require that 
the blood sugar level, regardless of its ini- 
tial height, should fall to normal within 
four hours after 3.0 Gm. of tolbutamide is 
given. When this method of selecting pa- 
tients has been employed, in general it has 
been true that the use of the drug 
in place of insulin was reasonably satisfac- 
tory. Certainly such patients have not de- 
veloped ketosis later on. An important rule 
should be made, however, and that is that 
a patient should not leave the physicians’ 
office on the day of the test until the blood 
sugar reports have been obtained, since in 
patients who are unresponsive to the test 
ketosis may develep and require insulin. 
This can be given before the patient leaves 
the office. 

Factors influencing success with Orinase“® 

Up to November 10, 1957, 1,030 diabetic 
patients had received tolbutamide. In 772 
of these, treatment with tolbutamide had 
been begun. Other patients of the group had 
only the single dose given in the response 
test. Of the 772 patients, 594 had received 
treatment for 1 to 20 months up until the 
time of the survey. In the selected group of 
772 patients, good control was obtained in 
407, or 52.6 per cent, and fair contro] in 
143, or 18.5 per cent. The incidence of fail- 
ures included the primary failures, second- 
ary or late failures, and failures due to 
dietary violations. 

Definitions of contro] may be arbitrary. 
In the patients receiving Orinase at the 
Deaconess Hospital, follow-up over a period 
of a year or more has been evaluated ac- 
cording to the following standards: 

Patients whose blood sugar levels in 75 
per cent of the determinations, taken before 
breakfast, before lunch, or before the eve- 
ning meal, were 130 mg. or less, with less 
than 10 Gm. of sugar in the urine for the 
24-hour period, have been considered in 
good control. Patients with blood sugar 
levels ranging between 130 and 150 mg. for 
the same period were considered to be in 
fair control, and al! others in poor control. 

Dosage after the first test day has not 
exceeded 2.0 Gm. daily, and in general the 
average has been 1.5 Gm. per day. 

Success seems to be favored by the selec- 
tion of patients with onset of diabetes in 
maturity, or better still above the age of 40 
years. Success in the use of these drugs 
with children has been the exception, and 
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only for brief periods in patients shortly 
after the onset of diabetes or in children 
with a definite remission of the disease. 
Certainly the use of oral drugs as a substi- 
tute for insulin cannot be recommended. 

Many tests of liver function have been 
carried out and no significant abnormality 
has been found, except in the case of the 
alkaline phosphatase test. Here determina- 
tions done after a month or so often showed 
a slight rise. This value was maintained for 
a period, but eventually returned to normal 
without any jaundice or other evidence of 
hepatic toxicity. 

The general experience is that Orinase 
decreases glycosuria and hyperglycemia in 
three fourths of adult patients with a late 
onset of diabetes. In general, the drug may 
be substituted for about 10 to 30 units of 
insulin, making the dose between 1.0 and 
2.0 Gm. per day. On withdrawal of the drug, 
particularly in patients who have been un- 
der careful dietary treatment, the effect 
seems to persist. Sometimes it is not pos- 
sible to distinguish between the benefit de- 
rived from better cooperation of the patient 
in carrying out dietary instruction under 
conditions of experimental use of the drug, 
and the actual drug effect. 

In childhood diabetes‘”) of more than two 
or three years’ duration, little or no effect 
is obtained. Exceptions were reported from 
the studies in children at the Joslin Dia- 
betic Camp, indicating that in the early 
stages of juvenile diabetes—that is, in the 
first few months—there may still be pro- 
duction of insulin by the pancreas, and in 
those children responses to the four-hour 
test are a frequent occurence. It is well 
known, however, that in the pancreas of 
juvenile diabetics after three of four years 
of the disease, insulin secretion is less than 
10 per cent, and frequently none can be ob- 
tained; whereas in an adult diabetic pa- 
tient, insulin secretion is well above 30 per 
cent of normal. 


Mechanism of Action 


1. The active sulfonylurea compounds, in 
general, exhibit a blood sugar-lowering ef- 
fect which depends, within limits, on the 
dosage. 

2. The sulfonamide group, apparently, is 
the most active, although many methyl- 
ethyl-hexyl compounds could be employed 
with much less success. 

8. Little effect is seen in cases of diabetes 
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following pancreatectomy, or in patients 
with genuine insulin insensitivity, or in the 
hyperglycemia after adrenalin and gluca- 
gon. 

4. These drugs probably do not act by 
inhibiting glucagon secretion and damaging 
the alpha cells. There is little evidence that 
they act by depressing insulin antagonists. 
It is pretty clear that the sulfonylureas, in- 
cluding Orinase, can depress the action of 
the hepatic enzyme systems which operate 
upon the transformation of such substances 
as fructose to glucose. They probably in- 
hibit the action of the proteolytic enzymes 
known as insulinase, although this effect 
has not been confirmed. 


5. That these drugs act by the release of 
insulin from the beta cells is the hypothesis 
at present most generally accepted. It de- 
pends upon various facts. Thus degranula- 
tion of beta cells has been noted following 
the use of Orinase. The injection of Orinase 
into the pancreatic artery is followed by a 
fairly rapid decline in the level of blood 
sugar in the pancreatic vein. Indeed pre- 
liminary studies indicate that actually the 
amount of insulin in the pancreatic vein 
may be slightly increased following the in- 
jection of Orinase into the pancreatic ar- 
tery. However, measurements of the insulin 
content of the blood are extremely difficult, 
owing to the extremely low concentration 
of insulin in either the peripheral blood or 
the pancreatic vein, where it is two or three 
times as high as in the peripheral blood. It 
has been thought that, since Orinase does 
not usually affect glucose uptake in the 
periphery except as recently reported, the 
sulfonylurea drugs do not act exactly like 
insulin, especially in their lack of effect 
during ketosis and of any marked effect 
upon protein metabolism. It has recently 
been said that if Orinase does stimulate the 
release of glucose from the islet cells, then 
there should be some more definite evidence 
of insulin action upon ketosis or other fac- 
tors. It should be remembered that the con- 
centration of insulin in the pancreas varies 
from 1.7 units per gram of weight to as 
much as 7.0 units per gram of weight in 
humans or animals, whereas the concentra- 
tion of insulin in the peripheral blood is 
measured in micro-units, or millionths of 
a unit. Its measurement, therefore, is ex- 
tremely difficult and in the past has re- 
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quired the use of physiologic—not chemical 
—methods. 

Recently the method of measuring insulin 
by its effect upon the transformation of 
labeled glucose into fat in the rat epididy- 
mis has proven a more accurate method, 
according to the results of Renold and Mar- 
tin of the Baker Clinic Laboratory. In the 
Second Symposium on Orinase, Pfeiffer and 
Steigarwald’*) reported from Frankfurt 
that in calves a correlation between changes 
in blood sugar, pancreatic insulin content, 
and islet cell morphology has been observed. 
It has also been noted that a rise in the level 
of pyruvate and lactic acid accompanied the 
hypoglycemia, which would be consistent 
with an increased activity of insulin during 
its action. 

It is well to remember that diabetes is 
not synonymous with hyperglycemia and 
glycosuria. It is an hereditary disorder in 
which there are frequently evidences of 
other hereditary factors in addition to those 
features which are so prominent clinically. 
Furthermore, it is a disease in which major 
metabolic defect is most strikingly demon- 
strated in the skeletal muscles in the failure 
of utilization of glucose. The rise in blood 
glucose and glycosuria is principally con- 
sequent upon this. Other defects are un- 
doubtedly present, and notably there may 
be a defect in the release of glucose from 
the liver. Basically, however, the mere re- 
duction of hyperglycemia, unless it be ac- 
companied by other physiologic defects, 
would hardly justify the use of an oral 
substitute. Such an oral substitute should 
be free from toxic effects, as is insulin, and 
should have, in addition to the blood sugar- 
lowering effect, the power of controlling 
ketosis, and the beneficial effects upon 
growth and protein metabolism which char- 
acterize insulin as a major anabolic hor- 
mone. 

Biguanides 

As long ago as 1929 Slotter and Tsches- 
che reported the hypoglycemic action of 
some lower alkyl derivatives of biguanides 
when given orally. In 1957 observations of 
Ungar, Freedman and Shapiro‘, together 
with clinical reports by Pomeranze and 
Mouratoff"®’, gave further information 
about the effect of certain biguanide sub- 
stances. Phenethylbiguanide (DBI) is a 
biguanide derived from a formamide. Two 
closely allied analogues known as DBTU 
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and DBB exist. These drugs have been ad- 
ministered to more than 200 patients at the 
Joslin Clinic, ranging in age from 5 to 80 
years, Criteria for the blood sugar lowering 
effect included the fact that in patients re- 
quiring both insulin and DBI the insulin 
dose must be reduced by 50 per cent or 
more. Those previously maintained on in- 
sulin were patients in whom the insulin 
could be replaced entirely by DBI and the 
blood sugar values remain as good or better 
than on previous treatment, and indeed it 
was required that patients receiving no 
insulin had to show an average fall in blood 
sugar levels of 25 per cent or more. To 
date no evidence of true systemic toxicity 
existed in the series of patients. 

Twenty-five to 30 per cent of patients to 
whom these drugs were given, however, 
showed very definite and marked gastroin- 
testinal symptoms, including loss of appe- 
tite, nausea, vomiting, and/or diarrhea. In 
a summary of the use of oral hypoglycemic 
agents''!), it was pointed out that among 
173 patients, including 53 cases of juvenile 
onset, the effects of the drug were evaluated 
for periods varying from a few weeks to 
17 months. Eighty-eight per cent showed 
lower blood sugar levels than under insulin 
treatment alone. Thirty-eight per cent, how- 
ever, were unable to continue the drug be- 
cause of the gastrointestinal side-effects. No 
hematologic, renal, or hepatic toxic effects 
were observed. This drug, apparently, acts 
best in the presence of insulin, and the most 
notable results were in a small group of 
unstable diabetic patients, either juvenile 
or mature cases, in whom it was possible 
to reduce the insulin dose by one-half or 
two-thirds, and then with 200-400 mg. of 
DBI given orally to avoid insulin reactions 
and maintain reasonable control 


References 

1. (a) Underhill, F. P., and Beatherwick, N. R.: Studies in 
Carbohydrate Metabolism. VI. The Influence of Thyro- 
parathyroidectomy upon the Sugar Content of the Blood 
and the Glycogen Content of the Liver, J. Biol. Chem. 18: 
87-90, 1914. (b) Paton, D. N., and Findlay, L.: The 
Parathyroids: Tetania Parathyreopriva: Its Nature, Cause 
and Relations to Idiopathic Tetany. Part I. Introduction, 
General Methods, and Symptoms, Quart. J.. Exper. Phy- 
siol. 10:203-231, 1917. 

2. (a) Frank, E., Nothmann, M., and Wagner, A.: Uber 
synthetisch dargestellte Korper mit insulinartiger Wir- 
kung auf den normalen und diabetischen Organismus, 
Klin. Wehnschr. 5:2100-2107 (Nov. 5) 1956. (b) Frank, 
E. Nothmann, M., and Wagner, A.: Die Synthalinbehand- 
lung des Diabetes Mellitus, Deutsche med. Wechnschr. 52: 
2067 (Dec. 3) 1926. 

3. Janbon, M., Chaptal, J., and Vedel, A.: Accidents nerv- 


a 


August, 1958 


eux irréversibles par hypoglycémie due a un sulfamide: 

le sulfa-isopropyl-thiodiazol (VK 57 ou 2254 RP). Comm. 

43éme Cong. Médecins aliénistes et neurologistes de France 
et des pays de langue francaise, Montpellier: 295. Masson, 
ed. Paris, 1942. 

4. (a) Loubatieres, A., Goldstein, L., Metropolitanski, J., 
and Schaap, J.: Etude experimentale chez le chien des 
accidents nerveux irréversibles consecutifs a Phypogly- 
cémie prolongée par la_ sulfa-isopropylthiodiazol. Comm. 
43éme Congr. Médecins alienistes et neurologistes de 
France et des pays de langue francaise, Montpellier; 415. 
Masson, ed. Paris, 1942. (b) Loubatieres, A.: Mechanism 
of the Hypoglycemic Action of 2 (p-amino-phenlysulfona- 
mido) -5-isopropylthiadiazole (RP 2254), Compt. Rend. Soc. 
de biol., 138:766-767, 1944. 

&. Duncan, G. G., Joiner, C. L., and Lee, C. T.: Methods 
of Selection of Patients Sensitive to Sulfonylurea Com- 
pounds, Metabolism, 5:965-971 (Nov.) 1956. 

6. Mehnert, H., Camerini-Davalos, R., and Marble, A.: 

Results of Long-Term Use of Tolbutamide (Orinase) in 

Diabetes Mellitus, J.A.M.A. 167:818-827 (June 14) 1958. 


VESICOURETERAL REFLUX IN 


CHILDREN—POLITANO 297 


7. Camerini-Davalos,’ R., and others: Effect of Sulfonylurea 
Compounds in Diabetic Children, New England J.. Med. 
256:817-832 (May 2) 1957. 

8. Second Symposium on D860: Weitere klinische und ex- 
perimentelle Unterschungen zur oralen Behandlung des 
Diabetes mellitus mit N- 4Methyl-benzosulfonyl - N’-butyl- 
harnstoff (D860) Deutsch. med Wehnschr. 82:1513-1592 
(Sept. 6) 1957. 

9. Ungar, G., Freedman, L., and Shapiro, S. L.: Pharma-, 
ecological Studies of a New Oral Hypoglycemic Drug, 
Proc. Soc. Exper. Biol. & Med. 95:190-192 (May) 1957. 

10. Pomeranze, J., Fujiy, H., and Mouratoff, G. T.: Clinical 
Report of a New Hypoglycemic Agent, Proc. Soc. Exper. 
Biol. & Med. 95: 193-194 (May) 1957. 

11. Joslin, F. P., Root, H. F., White, P., and Marble, A.: 
Treatment of Diabetes Mellitus, ed. 10, Philadelphia, Les 
& Febiger, 1958 (in press). 

12. Krall, L. P., and Camerini-Davalos, R.: Clinical Trials 
with DBI, a New Non-sulfonylurea Oral Hypoglycemic 
Agent. Presented at the Seventeenth Annual Meeting of 
of the American Diabetes Association, June, 1957. 


The Significance of Vesicoureteral Reflux in Children 
VIcToR A. POLITANO, M.D. 


DURHAM 


Before entering any discussion on the 
significance of vesicoureteral reflux, it may 
be well to define this condition. Reflux is 
the regurgitation of urine, once it has en- 
tered the bladder, into the ureter. This in- 
teresting problem presents a number of 
questions that need to be answered. Does 
reflux occur normally? That is, does it oc- 
cur in the absence of urologic complaints, 
or should we look upon it as abnormal? 
What is the etiology? How does one recog- 
nize its presence? What treatment is neces- 
sary? Is it really of sufficient clinical sig- 
nificance to justify treatment? 


Occurrence 


Campbell"), in his survey of 722 cysto- 
grams done in infants and children, did not 
find reflux in the absence of other demon- 
strable uropathy. Gibson‘?) found reflux 
present in only 2 of 42 children whose urin- 
ary tracts were apparently normal. In our 
own rather large series of cystograms done 
in normal children—that is, children with- 
out urologic symptoms—we have not demon- 
strated reflux in a single case to date. This 
absence of reflux in normal children is im- 
pressive when compared to the frequency 
with which it occurs in children with dem- 
onstrable or co-existing uropathies. Bum- 
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pas‘) observed reflux in 8.6 per cent of 
cystograms showing other urologic prob- 
lems. Twelve per cent of cystograms re- 
viewed by Campbell demonstrated reflux in 
children with co-existing urologic diseases. 
St. Martin and others‘) noted reflux in 13.5 
per cent of children investigated because of 
urologic symptoms. From the foregoing, it 
is probably safe to assume that refilux does 
not occur normally or in the absence of 
some other urologic disease. 


Diagnosis 

When should one suspect the existence of 
vesicoureteral reflux and how is the diag- 
nosis made? Every child with repeated 
urinary tract infections, residual urine, un- 
explained fever, vague abdominal com- 
plaints, or flank pain should be studied for 
this possibility. The diagnosis is usually 
simple, and is demonstrated by cystography. 
A small catheter is introduced through the 
urethra into the bladder, and from 60 to 
100 cc. of sodium iodide or a similar con- 
trast substance is injected into the bladder. 
The catheter is removed, and the child is 
instructed not to void for 20 to 30 minutes. 
An x-ray film is taken at the end of this 
time. If reflux is not demonstrated in the 
delayed cystogram, an exposure is taken 
while the child is voiding. In our experience, 
voiding cystourethrograms have been more 
informative than delayed cystograms alone. 
In the very young child it may be difficult 
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to get a good voiding film and a delayed 
cystogram will have to be sufficient. 


Etiology 


The exact mechanisms responsible for 
vesicoureteral reflux are not known. Sevy- 
eral factors may contribute or be respon- 
sible for its occurrence. In most instances, 
infection is present and may be the pre- 
senting symptom. It may produce fibrosis 
and fixation of the ureter with loss of 
elasticity of the intramural ureter. Con- 
genital anomalies such as ectopic ureteral 
orifices, maldevelopment of the trigone, or 
decrease in the length or obliquity of the 
intramural ureter may be responsible. Chil- 
dren with neurogenic disorders of the blad- 
der or lower ureteral segments frequently 
demonstrate reflux. Obstruction to the ves- 
ical outlet such as contractures, median 
bars, posterior ureteral valves, or strictures 
is an important contributing cause. Reflux 
may result from trauma to the intramural 
ureter incident to surgery of ureteroceles, 
meatotomies, or transurethral resections. 


Management 


Once the diagnosis has been established, 
every effort should be made to eliminate the 


process, which if allowed to continue, will 


inevitably destroy the kidney. Infections, 
when present, should be eradicated. This 
may be difficult or even impossible in the 
presence of large, dilated, tortuous ureters 
or of residual urine. Neurogenic disorders 
should be corrected with appropriate drug 
therapy when possible. Residual urine sec- 
ondary to vesical neck obstruction must be 
eliminated. Some children may benefit by 
multiple voidings. Others may require only 
urethral dilatations, while others may need 
transurethral or open resection of the ves- 
ical neck or other obstructing lesion. Every 
conservative effort to eliminate reflux 
should be attempted first. If the more con- 
servative measures have failed to resolve 
the problem, a direct attack on the intra- 
mural ureter may be necessary. The crea- 
tion of a submucosal tunnel, which we de- 
scribed about two years ago, has been most 
successful in correcting vesicoureteral re- 
flux without producing obstruction to the 
efflux of urine“), 


Case 1 

The patient was a 4 year old white girl admitted 
with a five-month history of intermittent fever 
with temperature elevations to 105 F. occurring 
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every three to four days. She had mild irritative 
symptoms on voiding, consisting of burning and 
frequency. Her fever was controlled with Gantri- 
sin, which she had been taking for six weeks prior 
to admission. 

On physical examination her temperature was 
100.2 F., pulse 90, respirations 25, and blood pres- 
sure 98 systolic, 76 diastolic. She was a small but 
otherwise normally developed child. 

Laboratory studies showed a hemoglobin of 12.6 
Gm. with a white blood count of 11,000. Her urin- 
alysis contained 20 to 25 white blood cells and 
10 red blood cells per high powered field. The 
nonprotein nitrogen was 34 mg. per 100 cc. 

Intravenous pyelograms (fig. la) showed slight 
hydronephrosis of a double left kidney with blunt- 
ing of the calyces. There was partial reduplication 
of the left ureter. A cystogram (fig. 1b) demon- 
strated immediate ureteral reflux on the left. 

On cystoscopic examination the left ureteral ori- 
fice was found to be lateral to the trigone and 
sitting high on the left lateral portion of the 
bladder wall. The right ureteral orifice was in its 
normal anatomic position. The bladder outlet was 
considered normal. 

The diagnosis was ectopic ureteral insertion with 
ureteral reflux and pyelonephritis on the left side. 

Treatment consisted of reimplantation of the left 
ureter by creation of a submucosal tunnel. This 
successfully corrected the vesicouretera]l reflux 
(fig. 1c). Postoperative intravenous pyelograms 
showed good excretion from the left kidney with- 
out evidence of obstruction (fig. 1d). The child has 
remained asymptomatic for a period of 20 months. 
Microscopic examination of urine was negative, 
and cultures have been sterile. 


Case 2 

A 12 year old white boy was referred because of 
bilateral hydroureters and hydronephrosis. There 
was a two-year history of enuresis, Eight months 
prior to his admission at the first hospital fever, 
chills. nausea, and vomiting developed. There was 
right flank pain, which was often relieved by void- 
ing. His studies at that time revealed a bilateral 
hydronephrosis. A diagnosis of vesical neck ob- 
struction was made, and a partial cystectomy and 
Bradford - Young procedure were performed. He 
was kept on suprapubic catheter drainage over a 
long period to allow the upper urinary tract to 
drain more adequately. On removal of the supra- 
pubic catheter, his symptoms recurred. The hy- 
dronephrosis became progressive. On admission to 
this hospital he was found to carry residual urine 
of between 150 to 200 cc. A diagnosis of posterior 
urethral valves was made, and these were resected. 
This procedure eliminated the residual urine and 
enuresis. Because of the marked hydronephrosis 
and hydroureters, he was kept on catheter drain- 
age for an additional five months. 

On physical examination his temperature was 
98 F., pulse 100, respirations 25, blood pressure, 
120 systolic, 80 diastolic. He was a well nourished 
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Figure 1 


A. Preoperative intravenous pyelograms showing blunting of calyces on the left with a bifid kidney 
and ureter. B. Preoperative cystogram-reflux, left. Contrast media in the right pelvis represents continued 
excretion from intravenous pyelograms. C. Postoperative cystogram demonstrates absence of reflux. D. 
Postoperative intravenous pyelogram shows essentially same calyceal pattern as preoperative films. 


boy, but small for his age. There was a well healed 
lower abdominal scar. 


Laboratory studies showed a hemoglobin of 15.6 
Gm. and a white blood count of 11,800. The urine 
was loaded with white blood cells and an occasional 
red blood cell. Urine cultures grew Escherichia coli 
and Proteus vulgaris. Non-protein nitrogen was 
24 mg per 100 cc. 

Intravenous pyelogram (fig. 2a) demonstrated 


advanced hydronephrosis and hydroureters bilat- 
erally. There was a lateral displacement of the 
sacrum and coccyx to the right. Cystograms (fig. 
2b) revealed immediate bilateral vesicoureteral re- 
flux with dilation of the ureters and calyces. 
Cystoscopy revealed a trabeculated bladder with 
chronic cystitis and inflammatory changes. The 
vesical neck and prostatic urethra appeared normal. 
Cystometrograms were unsatisfactory because of 
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Figure 2 


A. Preoperative intravenous pyelograms show delayed and diminished function with bilateral hy- 
dronephrosis and hydroureters. B. Preoperative cystegram exhibits immediate bilateral reflux with hy- 
droureters and hydronephrosis. Bladder trabeculation present. C. Postoperative cystogram. Reflux has been 
corrected. D. Postoperative intravenous pyelograms show marked improvement of function and decrease 
of hydronephrosis and hydroureters. 
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Figure 3 


A. Intravenous pyelogram made prior to left nephrectomy shows a double kidney on the left with 
hydronephrosis of the inferior portion. B. Intravenous pyelogram prior to reimplantation of the right ureter 
shows a normal pattern with good function. The left kidney has been removed. C. Preoperative voiding 
cystourethrogram demonstrated the extreme dilation of renal pelvis produced with voiding pressures in 
the presence of reflux. (The syringe is being used to deflect the voided stream. D. Postoperative voiding 
cystogram. Reflux on the right has been corrected. The ureters on the left were removed. (Note im- 
provement in bladder outlet.) E. Post-reimplantation intravenous pyelogram. Note absence of dilation 


of either calyees or ureter. 
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Figure 4 


A. Preoperative cystogram demonstrating reflux on the right. B. Preoperative voiding cystourethro- 
gram demonstrated reflux up both ureters. That on the left was missed preoperatively. C. Postoperative 
voiding cystourethrogram demonstrated reflux still present on the left side, which had not been operated 
on. Reflux was corrected on the right. D. Postoperative intravenous pyelograms show essentially normal 


excretion and collecting system. 
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the severe flank pain produced by free reflux and 
filling of the bladder. 

Preoperative diagnosis was bilateral vesicoure- 
teral reflux. Some neurogenic disturbance of the 
bladder was strongly suspected as well. 

Treatment consisted of bilateral reimplantation 
of the ureters by a submucosal tunnel. This was 
successful in correcting the vesicoureteral reflux 
(fig. 2c). There was marked improvement of the 
pre-existing hydronephrosis and hydroureters by 
excretory urography (fig. 2d). During a year’s 
observation the urine has shown from 6 to 8 white 
blood cells. He has on occasions shown some bacilli. 
However, he has had no further recurrences of 
fever and chills, and the flank pain has been elim- 
inated. 


Case 3 


A 6 year old white child gave a history of re- 
current fever and chills over a period of two years. 
One year prior to admission he had several epi- 
sodes of stomach “upsets,” with cramps and diffi- 
culty in voiding. Studies at another hospital re- 
vealed an infected urine and a left hydronephrosis. 
A left nephrectomy was performed. His symptoms 
persisted, and he was referred to this hospital for 
further evaluation and treatment. 

On physical examination his temperature was 
99 F., pulse $2, respirations 20, and blood pressure 
120 systolic, 60 diastolic. He was a normally de- 
veloped child. There was a well healed scar on the 
left flank. 

Laboratory studies revealed a hemoglobin of 12.8 
Gm. and a white blood count of 10,000. Urin- 
alysis showed 10 to 15 white blood cells per high 
powered field. Urine cultures grew E. coli. Non- 
protein nitrogen was 40 mg. per 100 cc. 

Intravenous pyelograms (fig. 3a) showed a left 
hydronephrotic double kidney prior to nephrectomy. 
Intravenous pyelograms at this hospital showed a 
normal appearing right kidney with good func- 
tion (fig. 3b). Voiding cystourethrograms (fig. 3c) 
demonstrated immediate reflux to the right kid- 
ney, with marked distention of the renal pelvis 
and reduplication of the ureters on the left side. 

Cystoscopy revealed trabeculation of the blad- 
der, early cellule formation, and a moderate con- 
cracture of the vesical outlet with a small median 
bar. 

The preoperative diagnosis was contracture of 
the vesical neck with median bar formation, bi- 
lateral reflux, and reduplication of the left ure- 
ters. 

The operative treatment consisted of excision of 
the double ureters on the left, reimplantation of the 
right ureter through a submucosal tunnel, and a 
Bradford-Young repair of the vesical outlet. This 
succeeded in correcting the vesicoureteral reflux 
on the right side (fig. 3d). Postoperative intra- 
venous pyelograms showed good function in the 
remaining kidney and a normal excretory pyelo- 
gram (fig. 3e). The child’s urine has remained 
negative. Urine cultures have been sterile, and he 
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has remained completely asymptomatic. He has 
been observed over a period of six months. 


Case 4 

A 4 year old white child was admitted with a 
history of recurrent abdominal pains, frequency of 
urination, intermittent fever, and malaise of a 
year’s duration. She had been treated intermittent- 
ly for cystitis and pyelonephritis with chemother- 
apy and antibiotics. She had been examined on 
previous occasions for residual urine, and was found 
to carry approximately 10 cc. She was admitted 
with a three-day history of the foregoing symp- 
toms. 

On physical examination her temperature was 
104.5 F., pulse 132, respirations 28, blood pressure 
112 systolic, 68 diastolic. She was an acutely ill, 
dehydrated child, with diffuse lower abdominal 
tenderness. 

Laboratory studies showed a hemoglobin of 10 
Gm. and a white blood count of 10,000. Urinalysis 
showed 35 to 40 white blood cells per high powered 
field and albumin of 1 plus. Urine cultures grew 
coliform bacilli. Nonprotein nitrogen was 27 mg. 
per 100 cc. Intravenous pyelograms showed a nor- 
mal upper urinary tract. Cystograms (fig. 4a) 
showed reflux to the right kidney. A voiding cys- 
tourethrogram (fig. 4b) again demonstrated reflux 
to the right, and on careful inspection reflux was 
visualized in the left lower ureter. This finding 
was missed preoperatively. 

Cystometric studies revealed normal bladder 
function. 

Preoperative diagnosis was ureterovesical reflux, 
right. Treatment consisted of reimplantation of the 
right ureter by a submucosal tunnel. This suc- 
ceeded in correcting the reflux on the right, but 
reflux persisted on the left side (fig. 4c). Postop- 
erative intravenous pyelograms (fig. 4d) demon- 
strated a normal upper urinary tract. The child 
has remained completely asymptomatic. Her urine 
has remained negative without medication. 


Summary 

Vesicoureteral reflux should always be 
considered abnormal, and the child should 
be followed closely for evidence of progres- 
sive damage to the upper urinary tract. Its 
presence should be suspected in any child 
with persistent or recurrent urologic diffi- 
culties. The diagnosis is established by 
cystography, either delayed or voiding films. 
Conservative measures directed at elimi- 
nating the cause or contributing factors 
should be tried first. If these fail, reimplant- 
ation of the ureters becomes a necessity to 
prevent total renal injury or loss. Any con- 
dition which can ultimately produce total 
renal destruction by progressively increas- 
ing back pressure or from repeated infec- 
tions must be viewed with grave signifi- 
cance and prognosis. 
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A Practical Approach to the Diagnosis of Hand Injuries 
JAMES B. Wray, M.D. 
WINSTON-SALEM 


Injuries of the hand are common in the 
practice of all physicians who are called 
upon to treat traumatic accidents. Over a 
recent three-month period, 1,069 cases of 
traumatic injury were seen in the Emer- 
gency Room of the North Carolina Baptist 
Hospital in Winston-Salem. Two hundred 
forty-eight, or 23 per cent, were injuries 
involving the hand, wrist, or fingers. 

Furthermore, it seems safe to say that a 
relatively greater number of hand injuries 
will be seen in the years to come. The pres- 
ent trend toward industrialization and the 
increased use of gadgets in the home is 
producing a dangerous environment for 
careless fingers. 

While the majority of hand injuries may 
be considered minor, a significant number 
involve structures vital to function. Severe, 
and in some cases permanent, disability may 
result. Unfortunately, minor and major in- 
juries may have the same external appear- 
ance. A small laceration of a finger that 
proves to be superficial to nerves and tend- 
ons may produce only minor inconvenience 
at one’s job for a few days. If the laceration 
extends a few millimeters deeper to involve 
tendon or nerve, however, the resultant dis- 
ability may make necessary a change of 
occupation, unless it is accurately diagnosed 
and properly treated. 

As one gains experience in the manage- 
ment of hand injuries, it becomes apparent 
that in many cases much of the disability 
is due to failure of the initial examiner to 
recognize the severity of the damage. That 
these injuries may be overlooked is hardly 
surprising. Although the medical school 
curriculum devotes considerable time to the 
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physical diagnosis of other parts of the 
body, it largely ignores the hand. The situ- 
ation is only slightly better at the postgrad- 
uate level. Surgery of the hand has made 
great strides in the last 20 years. The treat- 
ment of injuries is often brilliantly success- 
fully and excellent texts on the subject are 
available. Oddly enough, however, the eval- 
uation of hand injuries has received little 
attention. The work that has been done 
usually considers some isolated aspect of the 
problem, and the discussion is often highly 
technical and of little use to the occasional 
hand surgeon. 

Perhaps because of a limited knowledge 
of the subject, many physicians consider 


problems of the hand both complicated and 
obscure. At first glance this does seem to be 
the fact. A great many structures are con- 


fined within a small area. There are 34 
muscles that connect directly to the hand. 
In the hand and wrist there are 32 bones, 
two major nerves and the terminal branches 
of a third, and two major arteries. 

Any injury of the region may involve 
many structures, and a complete analysis of 
the damage would require a detailed knowl- 
edge of the anatomy of the hand and wrist. 
However, all structures of the hand are not 
essential to function. The examiner need not 
have the anatomist’s knowledge to perform 
an adequate examination if he understands 
the role of a few vital structures in the 
hand, and checks to be certain of their in- 
tegrity. 

In this presentation we will consider the 
essential structures in the hand and, fur- 
ther, outline a simplified approach to their 
examination. 


Essential Components of Hand Function 


Whether engaged in grasping a pencil, 
weaving a rug, or groping for an object in 
the dark, the hand owes its usefulness to 
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Fig. 1. An example of delayed gangrene is seen 
in this case. The deep laceration of the palm was 
produced by a sudden traction on a cable that the 
patient was holding. All digital vessels to the fin- 
gers were severed. Immediately after the accident 
color of the fingers was slightly dusky, but other- 
wise good. 


three basic attributes which we will label 
the Big Three of Hand Function. They are 
circulation, sensation, and motion. 

Absence of circulation results in death of 
tissue. Without sensation the hand is prac- 
tically useless. Grasp or pinch is impossible 
without motion. Each of these attributes 
will be considered in greater detail. 


Circulation 

The hand is one of the most vascular or- 
gans in the body. It is supplied by two ma- 
jor arteries; the radial and the ulnar. These 
anastomose extensively in the area proximal 
to the origin of the digital arteries. Wounds 
of the wrist and proximal half of the palm, 
if only one of the major arteries is involved, 
will not produce circulatory insufficiency. 

Wounds of the distal half of the palm and 
of the volar surface of the fingers, however, 
may involve both digital vessels in a partic- 
ular finger and result in gangrene. In such 
cases one should always suspect impending 
circulatory embarrassment until a healthy 
circulation can be clearly demonstrated. A 
finger may appear fairly healthy for hours 
after both digital arteries have been sev- 
ered. When edema or constricting dressings 
appear, gangrene develops (figs. 1 and 2). 

The circulation of the digits immediately 
distal to the wound should be checked in all 
cases. This is easily done by compressing 
the pulp of the finger. The fingertip is ob- 
served for rapid return of color on removal 
of the pressure. The suspected finger should 
be contrasted with a normal one. Slowness 
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Fig. 2. Over a period of 36 hours death of tissue 
became apparent. After five days it was necessary 
to amputate all fingers except the index. At a later 
date the painful index was amputated through the 
proximal interphalangeal joint. 


of return of color or paleness of the finger 
indicates arterial insufficiency. A deep dusky 
color suggests venous congestion. In the 
Negro the nail bed may be more informa- 
tive than the finger tip, although one must 
be constantly on guard to avoid considering 
a vivid nail polish as indicating a good cir- 
culation. 


Sensation 


In its importance to the hand, sensation 
is second only to the circulation. The hand 
without sensation has only cosmetic value. 
The finger without sensation may even 
prove dangerous to the individual who uses 
his hands actively at his job. 

The consequences of sensory loss are so 
severe that great pains should be taken to 
avoid overlooking any nerve interruption. 
Nerve suture in the hand gives a high per- 
centage of good results, particularly when 
performed early. 

Many writers have presented the diag- 
nosis of nerve injury in an unnecessarily 
complex fashion. In reality, recognition of 
the average case is easy if the examiner is 
armed with a very few facts and takes a 
reasonable amount of care. 

The two important nerves of the hand, 
the ulnar and the median, are located along 
its volar aspect. These divide into terminal 
branches in the palm to supply sensation to 
the fingers and thumb. Each finger has two 
nerves. The radial nerve supplies important 
muscles proximal to the wrist. It sends 
sensory branches to the dorsum of the hand, 
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Fig. A pencil is placed in the thumb web and 


parallel to the distal palmar crease which is rep- 
resented by the transverse line. Where median and 
ulnar nerves cross, the pencil marks their point of 
division into terminal branches. Nerve injuries 
distal to the pencil produce sensory loss, but 
rarely motor loss. Nerve injuries at the level of 
the pencil and proximal to it produce sensory and 
motor loss. 


but these are relatively unimportant to 
function and are rarely severed. 

Both the ulnar and median nerves divide 
into their terminal branches in the palm. 
The point of division of each is easily 
located by placing a pencil in the thumb 
web and allowing it to lie across the palm 
on a line parallel to the distal palmar crease 
(fig. 3). 

Ulnar nerve and pencil intersect at the 
ulnar side of the base of the palm to mark 
the division of the main trunk of the ulnar 
nerve into its digital branches and a motor 
branch. The motor branch supplies the in- 
terosseous muscles, the ulnar, two lumbrical 
muscles, the hypothenar muscles, and a por- 
tion of the thumb musculature. 

The median nerve divides into its termi- 
nal branches at the point of intersection of 
its main trunk with the pencil. It supplies 
sensory digital nerves to the fingers, small 
twigs to the radial, two lumbrical mus- 
cles, and an important motor branch that is 
responsible for the nerve supply of the most 
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Fig. 4. If sensation is present in the index and 
the thumb can abduct, the median nerve is intact. 
Abduction of the thumb occurs at right angles to 
the plane of the palm. 


important musculature of the thenar emi- 
nence. 

Although the details of nerve supply in 
the hand are of great importarice to the 
hand surgeon and anatomist, they are not 
necessary to the performance of a good 
examination. The essential components of 
the examination are easily remembered. 

Injuries distal to the pencil in the palm 
will, for all practical purposes, involve sen- 
sory nerves only. Although the motor 
branch of the ulnar nerve lies distal to the 
pencil, it is so deeply situated that injury is 
extremely rare. One must remember to 
check the sensation on either side of any 
finger that might exhibit loss of sensation. 

Injuries along the pencil line or proximal 
to it may involve the median and ulnar 
nerves and produce both sensory and motor 
paralysis. The state of both nerves must be 
checked in each case. The examination is 
simple and rapidly performed. 

If sensation is present in the tip of the 
index finger and the thumb can abduct, the 
median nerve is intact. The tip of the index 
finger will always be anesthetic if the med- 
ian nerve is severed. It is called the auto- 
nomous zone of the nerve. A double expo- 
sure (fig. 4) has been made to demonstrate 
abduction of the thumb. There is a rather 
widespread belief that the opponens should 
be checked. Actually, this muscle is deeply 
situated and cannot be isolated clinically. 
On the other hand, the short abductor mus- 
cle is superficial, can be easily palpated, and 
is supplied by the median nerve. Abduction 
is a motion carried out at right angles to 
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Fig. 5. In injury to the ulnar nerve the tip of 
the little finger will be anesthetic and the index 
finger will not be able to wag from side to side. 


the plane of the palm and requires a func- 


tioning short abductor muscle. 

If sensation is present in the tip of the 
little finger and the index finger can “wag,” 
the ulnar nerve is intact (fig. 5). The little 
fingertip is the autonomous zone of the 
ulnar nerve and will always exhibit anes- 
thesia if the ulnar nerve is completely sev- 
ered. Wagging of the index finger is im- 
possible without active contraction of the 
first dorsal interosseous muscle, which is 
supplied by the ulnar nerve. 

In evaluating the injured hand for possi- 
ble damage to the ulnar or median nerves, 
the examiner should not overlook abnormal- 
ities in the little and index fingers. 


Motion 

The third basic component of hand func- 
tion is motion. Full motion in the hand 
depends upon the integrity of several struc- 
tures. These include the median and ulnar 
nerves, the skeleton, and the muscle and 
tendon apparatus. 

Evaluation of the ulnar and median 
nerves has already been discussed. 

The only sure way to determine the state 
of the skeleton is to x-ray the hand. Frac- 
tures of the metacarpal bones and fingers 
are frequently obvious. If the fracture is 
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undisplaced or is associated with extensive 
injury of soft tissue in the hand, however, 
it may easily be overlooked. Not infre- 
quently the radiograph will demonstrate un- 
suspected fractures or, equally important, 
foreign bodies in the wound. Roentgeno- 
grams should be considered routine in all 
but the most benign hand injuries. 

Whereas the skeleton may be simply 
examined with x-ray, evaluation of the 
muscle and tendon apparatus is slightly 
more complicated. 

Injuries of the muscles of the hand oc- 
casionally occur. Frequently such injuries 
are located over the thenar or hypothenar 
eminences, and the diagnosis is usually ap- 
parent on a simple inspection of the wound. 
The tendon system is much more commonly 
injured, and may be involved anywhere in 
the hand or fingers. 

If the wound is located on the volar as- 
pect of the hand or fingers, the examiner 
must be certain that the flexor apparatus 
of the fingers and thumb is functioning. 
Flexion of the fingers is the result of con- 
tracting intrinsic muscles, an intact sub- 
limis tendon, and an intact profundus ten- 
don. In practice, however, an isolated injury 
of the intrinsic muscles is very rare indeed. 
Sublimis tendons are frequently severed, 
and, because of their intimate relationship 
with profundus tendons, nearly always in 
conjunction with the latter. In the event of 
an isolated sublimis severance, repair is not 
indicated. Function of the sublimis tendons 
in the finger is not essential, and suture 
attempts might interfere with the pro- 
fundus mechanism. If the distal phalanx 
can be forcibly flexed, the flexor mechanism 
of the finger or thumb may be considered 
intact. If flexion of the distal phalanx is 
weak or painful, severance of the profundus 
has probably been incomplete. Such lesions 
should be splinted during the healing per- 
iod to prevent complete separation of the 
tendon ends. 

Wounds of the dorsum of the wrist, hand, 
or fingers frequently involve the subcu- 
taneously located extensor tendons. This is 
particularly true when the wound is over 
the dorsal surface of the interphalangeal 
joints, where the skin is both thin and un- 
der a considerable amount of normal ten- 
sion. 

Although extension of the wrist and fin- 
gers is the result of the complicated inter- 
relationship of several mechanisms, the ex- 
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Table 1 


Examination of the Hand in Five Steps 
1. Check the wound 
Volar wounds produce nerve and circulatory 
damage. 
Check the circulation 
Check sensation in the fingers 
If the wound is in the midpalm or proximal, 
check for abduction of the thumb and wag of 
the index finger. 
4. Check tendon function 
In volar wounds, test flexion of the distal pha- 
langes. 
In dorsal wounds, test extension of the next 
two joints. 


5. X-ray the hand 


fo 


aminer need only check extension of the 
next two joints located distal to the wound 
in order to be certain of the integrity of 
the tendon mechanism. A wound of the 
dorsum of the wrist, for example, may in- 
volve the extensor tendons of wrist and 
fingers. The patient would then be unable 
to extend the wrist joint and the metacar- 
pophalangeal joints of the fingers. 

Our review of the basic anatomy of the 
hand can be further condensed. The state of 
the essential structures following any in- 
jury of the hand can be adequately evalu- 
ated by following a simple five-step exam- 
ination (table 1). These steps include an 
investigation of the wound; the circulation; 
sensation; where indicated, wagging of the 
index finger and abduction of the thumb; 
tendon function; and the skeleton. The 
examiner can easily modify the examina- 
tion to fit the individual case. For example, 
it is hardly necessary to examine all five 
fingers if only one is involved in the wound. 
If the wound is a large one and immediate 
surgical attention is anticipated, it is far 
better to examine the wound under the 
sterile conditions of the operating room and 
with the benefit of good anesthesia. No 
patient with a hand injury, however, should 
be taken to the operating room before cir- 
culation, sensation, skeleton, and tendon 
function have been checked, if it is possible 
to do so. 

Mistakes to be Avoided 

Certain mistakes are common and should 
be avoided in the examination of the in- 
jured hand. An adequate examination can 
be made only with the intelligent coopera- 
tion of the patient. The drunk patient is 
not to be relied upon for a sensory examin- 
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ation, although the persistent examiner may 
be able to obtain thumb abduction and index 
finger motility to a degree sufficient to 
establish the presence of intact ulnar and 
median nerves. Hand injuries are not infre- 
quently seen in patients with head injuries. 
In such cases, both examination and def- 
initive treatment should await adequate 
clearing of the head injury. In difficult or 
unconscious patients, the physician must 
not discharge the patient from medical ob- 
servation until any hand injury that may 
be present has been properly evaluated. 

Children may present difficult problems 
to the most experienced examiner. A quiet 
room and a few minutes taken to obtain 
the cooperation of the young patient may be 
of great aid. Much can be learned regarding 
the tendon function of a hand or finger by 
observing its response to the proffered lolli- 
pop. It is best to reserve the sensory part 
of the examination for the last, as the re- 
sponse to a painful pin-prick may be the 
only way to check the sensory status of a 
finger. In a few cases the final evaluation 
of a hand injury in a child must depend 
upon the operative exploration of the wound 
by someone who is thoroughly acquainted 
with the details of anatomy of the region. 
In any case, if the results of one examina- 
tion are inconclusive, the examiner must 
repeat his study until he can be certain of 
the status of the essential structures. 

Above all, the injured hand must not be 
approached as a minor problem. The possi- 
bilities of permanent disability often lie 
hidden to the careless eye. The economic 
and social catastrophe produced by the se- 
vere injury may be greatly lessened by 
prompt recognition and treatment. 


Summary 


Hand injuries occur frequently. Disabil- 
ity is often aggravated and prolonged by 
failure of the examining physician to recog- 
nize damage to important structures. 

Five steps to a thorough hand examina- 
tion are outlined, and several pitfalls to be 
avoided by the examiner are discussed. 
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Term Delivery Associated With an 
Abdominal Lithopedion 


JAMES W. JOHNSTON, M.D. 
JOHN ROBERT KERNODLE, M.D. 


CHARLES L. SAUNDERS, JR., M.D. 
BURLINGTON 


On rare occasions a lithopedion is dis- 
covered during the performance of an ab- 
dominal operation, at necropsy, or by 
roentgenography. It may be retained in the 
abdominal cavity for a long time without 
harm to the mother or injury to subsequent 
pregnancies. A significant number, how- 
ever, have resulted in distressing sypmtoms 
and disability serious enough to warrant 
surgical removal as soon as the diagnosis of 
lithopedion has been established“. 

Several conditions are necessary for the 
formation of an abdominal lithopedion. 
They have been listed by Oden and Lee‘? 
as follows: 

. The pregnancy must be extrauterine. 

. The fetus must survive in the abdomen 


for more than three months; otherwise, 


it is absorbed. 

. The condition must escape medical 
notice, 

. The products of conception must re- 
main sterile. 

. The necessary conditions for the depo- 
sition of calcium must be present—that 
is, minimal and sluggish circulation. 

It might be prudent to add here that East- 
man), in his revision of William’s Tezt- 
book of Obstetrics, has reported: “Once in 
many thousand cases, although we have 
never observed it, the fetus may be retained 
in utero for a long period, until the deposi- 
tion of lime salts converts it into what is 
known as a lithopedion. This phenomenon is 
relatively common in certain lower animals, 
and is a recognized, but rare, termination 
of extrauterine pregnancy.” 

Roberts‘*) has reported one uterine preg- 
nancy in which a calcified twin appeared at 
term along with a 2,381 Gm. living baby. 
This is the only case of an intrauterine lith- 
opedion formation reported in the recent 
literature, and it is mentioned here as an 


From Kernodle Clinic and Alamance County Hospital, Burl- 
ington. 


exception to the condition listed above as 
number one. 

Kuechenmeister‘*), in his monogram pub- 
lished in 1881, noted that calcification is not 
entirely limited to the fetus, but may in- 
volve the membranes, the placenta, or both. 
On this basis he proposed a classification of 
three groups: 

1. Lithokelyphos (stone sheath or egg- 
shell), in which the membranes alone 
are calcified and form a hard shell sur- 
rounding the fetus. The fetus may un- 
dergo slight change only or may be 
completely skeletonized, but is not in- 
volved in the process of calcification. 

. Lithokelyphopedion (stone sheath 
child) in which both the membranes 
and the fetus are calcified. 

. True lithopedion (stone child) in which 
the fetus is infiltrated with calcium 
salts and calcification of the membranes 
is negligible. 

According to Mozzetti- Monterumici’, 
the average length of time that a lithopedion 
is carried in the abdominal cavity of a pa- 
tient is from 10 to 20 years; however Lye‘’) 
reported a lithopedion which remained in 
the patient’s abdominal cavity for 60 years. 

Usually the history of an abdominal 
lithopedion includes four cycles, according 
to Smith and Bolton‘*). They are as follows: 

1. A typical early pregnancy is followed 
by symptoms of abdominal catastrophe. 
These signs may sometimes be mis- 
taken for a miscarriage. The pregnancy 
may progress after the symptoms asso- 
ciated with tubal abortion have sub- 
sided. In due time abdominal enlarge- 
ment and fetal movements may be ex- 
perienced, 

. Symptoms of labor may occur nor- 
mally, at or near term. Pains usually 
stop after 24 to 48 hours without de- 
livery. Fetal heart sounds and move- 
ments are noticed to have stopped, sig- 
nifying fetal death. 
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8. At this stage the fetus assumes a para- 
sitic existence in the maternal abdo- 
men, gradual dehydration occurs, and 
the fetal tissues become infiltrated with 
calcium salts. 

Late symptoms vary considerably, de- 
pending on the organs affected by 
pressure or erosion by the fetus. 


Incidence 


The incidence of abdominal lithopedion 
has been quoted by Schumann'‘®) to be 1.5 
to 1.8 per cent of all patients with extrau- 
terine pregnancy, but he believed these per- 
centages were too high. Masson and Si- 
mon''®) found that lithopedions occurred in 
2 per cent of the Mayo Clinic series of ex- 
trauterine pregnancies from 1903 to 1926, 
inclusive. Masson, Simon and Cave pre- 
dicted that the incidence of lithopedion 
would decrease since physicians are becom- 
ing more familiar with the diagnosis of 
extrauterine pregnancy, and surgical re- 
moval can be expected to be performed 
more promptly than it has been in the past. 
If the products of extrauterine pregnancy 
are removed promptly, extensive calcific 
changes will not occur. 

Combined intrauterine and extrauterine 
pregnancy in which the extrauterine gesta- 
tion develops into a lithopedion must be ex- 
tremely rare. In our perusal of the litera- 
ture we were able to find only 2 patients 
with such a sequence. These were reported 
by Howard" and Mathieu”), 

Bland, Goldstein and Bolton‘) stated 
that no trace of the placenta is ever found, 
and concluded that it is absorbed. Oden and 
Lee'*), however, in their case, reported a 
calcified mass in the left lower pelvis at the 
time of operation which apparently was 
not removed, but was seen and felt, and 
which was later found on a second x-ray 
examination of the pelvis. They stated that 
theirs was the first reported case in which 
an abdominal lithopedion and the placenta 
were found. 

In the following case, the abdominal] lith- 
opedion and placenta were found at the 
time of pelvic laparotomy following a full- 
term delivery of a viable female child. 


Report of a Case 
The patient was first seen in our office on Aug- 
ust 18, 1956, saying, “I have a tumor and am preg- 
nant.” 
She had experienced the usual early symptoms 
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of pregnancy involving nausea and vomiting, mas- 
todynia, increased leukorrhea, and polyuria in the 
first trimester. The tumor of which she complained 
was located in the anterior abdominal wall above 
the umbilicus, was about the size of a lemon, and 
had been there for several years. She had been told 
by her local medical doctor that it was a lipoma. 


Past obstetric history 

The patient had had six previous pregnancies. 
The first four—occurring in 1946, 1947, 1949, and 
1950, respectively—had been essentially normal, 
with the exception of excessive weight gain 
throughout the entire period in each instance. 
Each pregnancy had terminated in the delivery of 
a living child at home, under the care of a local 
physician. 

In 1952 she gave birth to a living female child 
at Alamance County Hospital, with a local medical 
doctor in attendance. According to the hospital 
chart, she had gained a total of 40 pounds 
during this pregnancy. The blood pressure had 
averaged 160 systolic, 90 diastolic. The highest 
blood pressure recorded while she was in the 
hospital was 150 systolic, 90 diastolic. A urinalysis 
was negative, and a white blood count was with- 
in normal limits. No other laboratory work was 
done. 

In 1954 she had a complete abortion at three 
months’ gestation, for which she was treated at 
home by a local physician. Hypertension, which 


‘he had noted the year before, was also present 


at this time. 


Past medical history 

She had had measles and mumps, without se- 
quelae. Her usual weight during the preceding 
year had varied between 185 and 200 pounds. No 
other medical illness was reported, and she had 
had no operations, blood transfusions, serious in- 
juries, fractures, or dislocations. 

Review of systems was essentially negative ex- 
cept for hypertension during the past four years. 

The menarche had occurred at 16 years of age. 
Thereafter menses occurred every 28 days, lasting 
four to five days, with moderate flow and no pain. 
No intermenstrual vaginal bleeding had ever been 
noted. The patient stated emphatically that she 
had never missed a period except during the 
aforementioned pregnancies. 

The family history was essentially negative ex- 
cept for hypertension in both parents. 


Physical examination 


The patient was a well developed, well nourished, 
obese Negro woman, lying quietly on the exam- 
ining table in no apparent distress. Her weight 
was 186% pounds; height, 62 inches. The blood 
pressure was 160 systolic, 90 diastolic. 

The conjunctivae, nail beds, and mucous mem- 
branes of the mouth were pale. The heart was 
enlarged slightly to the left. 

A soft, non-tender mass about 3 to 4 em. in 
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diameter was noted on the anterior abdominal wall 
approximately 2 to 3 cm. above the umbilicus. 

Pelvic examination revealed normal external gen- 
italia, marital introitus, negative Bartholin’s and 
Skeen’s glands, and fair bladder and perineal sup- 
ports. The cervix was enlarged to twice the normal 
size, was blue and soft, and showed no erosion or 
eversion. The uterus was anterior, freely movable, 
soft, and enlarged to a size consistent with 10 to 
12 weeks’ gestation. The adnexae and cul de sac 
were normal. 


Laboratory findings 

The hemoglobin was 50 per cent, red blood cell 
count 3,100,000, white blood cell count 7,500, with 
a normal differential. A catheterized specimen of 
urine was negative. A Wassermann test was also 
negative. Blood was classified as type A, Rh nega- 
tive. 

The clinical impression at this time was 
Intrauterine pregnancy, approximately 10 to 
12 weeks’ duration 
Umbilical hernia 
Marked secondary anemia 
Essential hypertension 
Rh negativity. 


Prenatal course 


The patient was seen on 14 different occasions 
during this period. Her total weight gain was 3% 
pounds. The blood pressure varied from 170 sys- 
tolic, 100 diastolic to 152 systolic, 90 diastolic. 
Urinalyses were negative except for a trace of al- 
bumin on four occasions. The hemoglobin ranged 
between 70 and 80 per cent, and was within normal 
limits for the first time on September 29, approxi- 
mately five weeks after her first visit to the clinic. 
Three examinations revealed the blood to be type 
A, Rh negative, with no evidence of immunization. 
Serum was negative for atypical antibodies. 

Treatment consisted of a high protein, high car- 
bohydrate, low salt diet. Iron and calcium therapy 
was instituted on her first visit and continued 
throughout the prenatal course. The patient had no 
headaches and no edema during this time. 


Hospital course 

The patient was admitted to the Alamance Coun- 
ty Hospital, Burlington, on February 18, 1957, at 
full term, and in early labor. After three hours she 
was delivered spontaneously of a full-term living 
female child, with the aid of small doses of Dem- 
erol, hyoscine, and Trilene. 

Laboratory findings: The hemoglobin was 87 
per cent, red blood cell count 4,400,000, white blood 
cell count 10,000, with a normal differential. A 
urinalysis was negative. Uric acid was 3.38 mg. per 
100 cc., the nonprotein nitrogen 33 mg. per 100 
cc. Phenolsulfonphthalein at 15 minutes was 37 
per cent; at 30 minutes, 17 per cent; at one hour, 
16.5 per cent—total, 70.5 per cent. An electrocard- 
iogram was normal. Posteroanterior films of the 
chest were reported as clear. 
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The blood pressure ranged from 170 sys- 
tolic, 90 diastolic during the hospital stay. 

On the basis of multiparity, essential hyperten- 
sion, and economic status, sterilization was con- 
sidered to be indicated. In this particular instance, 
tubal ligation was elected as the procedure of 
choice, and on February 22 a pelvic laparotomy was 
performed. 

At operation the left tube and ovary appeared 
to be in a normal postpartum state, as was the 
uterus. The right tube was elongated, and protrud- 
ing from its fimbriated end was a small tubular 
structure approximately 1 cm. in diameter. This 
ended in a wide pouch-like expansion, dark brown 
in color, measuring approximately 3 to 4 cm. in 
diameter. This structure was not attached to any- 
thing else in the pelvis. The right ovary appeared 
to be normal. On exploration of the abdomen a 
hard firm mass was felt in the right gutter at 
about the level of the liver edge. This was gently 
brought into the operative field and at once was 
seen to be a lithopedion which was attached by 
many thin, film-like adhesions to the ascending 
and transverse colon, and the omentum. These ad- 
hesions were severed and the lithopedion was re- 
moved. It was then obvious that the structure com- 
ing from the right tube was the remnant of the 
placenta. This structure was resected, as was the 
left tube, and the appendix was removed. The soft 
mass which had been noted from the time of the 
patient’s first clinic visit was lying immediately 
anterior to the umbilicus. It was seen to be an 
umbilical hernia, as had been suspected, and was 
filled with a large amount of omental tissue. The 
omentum was removed from the umbilical hernia, 
the hernia was repaired, and the abdomen was 
closed in layers. 


Pathology* 

Gross description: The specimen was a right 
tubular structure measuring 8 cm. in length. Be- 
ginning 2 cm. from its distal fimbriated end was a 
wide pouch-like expansion of the tube, forming a 
structure measuring 3 to 5 cm. in diameter. Sec- 
tion showed the tube wall to be thin and dilated in 
this area, and filled with degenerating friable yel- 
lowish-brown tissue. Grossly, this material re- 
sembles necrotic placental tissue. A probe was 
readily passed through the fimbriated end of the 
tube into this dilated portion and from here could 
be passed into the proximal uterine end of the tube. 
A degenerating calcified fetus measuring 13 cm. 
from crown to rump was discovered. The general 
form of the fetus was well preserved, but degener- 
ative changes had destroyed many of the finer 
details of its external form. Broken adhesions of 
fibro-fatty tissue covered a portion of the sur- 
face. There was a general lack of pigmentation of 
the entire structure. The estimated age of the 
fetus was approximately five months. 


Microscopic description: Cross-section of the con- 


*By George R. Kerr, Burlington. 
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tents of the right tube showed completely necrotic 

placental tissue in which only the outline of the 

chorionic villi were discernible. Many small focal 

deposits of calcium were present in this tissue. 

Diagnosis: 

. Calcified fetus (removed from abdominal cav- 

ity) 

2. Right fallopian tube containing necrotic 
placental tissue 

3. Chronic periappendicitis 

4. Section of left tube. sae 
he patient had an uneventful postoperative 

course and was discharged from the hospital on 

February 28, 1957. 


1 


Follow-up 

At six-weeks the hemoglobin was 86 per cent, 
the white blood cell count normal, weight 168% 
pounds, blood pressure 170 systolic, 90 diastolic. 
Examination of urine revealed a trace of sugar and 
a slight trace of albumin, but was otherwise essen- 
tially negative. The abdominal incision was well 
healed, showing no evidence of a hernia] defect. 

This patient was next seen on March 29, 1958. 
She stated that her menses had been regular and 
normal for the preceeding year, her last. menstrual 
period having been March 8-13, 1958. She had no 
complaints. 

Her weight was 182 pounds, blood pressure 158 
systolic, 98 diastolic, hemoglobin 73 per cent, and 
white blood cell count 6,800, with a normal differ- 
ential. A urinalysis was entirely negative. 

The abdominal wound was well healed and 
showed no evidence of umbilical hernia. The cervix 
was posterior, clean, closed, and showed no erosion 
or eversion. The uterus was anterior, normal in 
size and shape, and freely movable. Adnexae and 
cul de sac were negative. 


Summary 


A patient with a full-term pregnancy 
asociated with an abdominal lithopedion 
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has been presented. In as far as we have 
been able to ascertain, this pregnancy orig- 
inally was associated with a co-existing in- 
trauterine pregnancy, but as to which of 
those recorded in the history we were not 
able to decide from the patient’s account. 
In addition, at the time the lithopedion was 
removed from the abdominal cavity the 
placenta was also identified and proved by 
pathologic examination. 

We would like to state that, although ex- 
tremely few such cases have been reported, 
we believe that a considerable number have 
been seen and treated without being re- 
corded in the literature. 
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we live in. 


1958. 


Stress has become a necessity in all of our modern life. 


whole patterns of life by our stress end-point. 
live dynamic, purposeful, useful, happy lives. 

If we stay too far under, we vegetate. 
personality and physiologic development in this competitive society that 
Many feel, and I am one, that stress is a real factor and one 
that is very difficult to evaluate, in the increasing incidence of hyperten- 
sive and coronary disease.—Rusk, H. W.: Stress in the World: The In- 
dividual and the Doctor, Med. Ann. District of Columbia 27:259 (May) 


We set out 

If we hit it exactly, we 
If we go over, we break. 
It is the keystone in our whole 
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Concealed Hemorrhage With Hemorrhagic Diathesis 
Report of a Case 
TRENT Bussy, M.D. 
SALISBURY 


Early in the morning of August 2, 1956, 
I received an urgent call from the delivery 
room. On arrival I found a 29 year old 
Negro woman, obviously at term, in pro- 
found shock. Because of her condition, it 
was difficult to elicit an adequate history. 
She had previously had 10 children; no 
abortions. Her last menstrual period and ex- 
pected date of confinement were unknown. 
She had had no prenatal care except for an 
occasional visit to the county clinic, where 
she was told that she had low blood pres- 
sure. Her pregnancy had apparently pro- 
gressed uneventfully until 5:00 A.M. on the 
day of admission, when she became aware 
of a peculiar sensation in the head and 
general malaise. There was no pain and no 
vaginal bleeding. 


Physical Examination 
Physical examination revealed a well de- 
veloped, well nourished Negro woman ap- 
parently at full term. The mucous mem- 
branes were quite pale; the tongue was 
white. The extremities were cold and 
clammy. Examination of the head revealed 
normal extraocular movements. The pupils 
were symmetrical and of average size. Ex- 
amination of the heart revealed no mur- 
murs. The pulse rate was 100, blood pres- 
sure 50 systolic, 0 diastolic. The lungs were 
clear. Examination of the abdomen revealed 
a soft, term-sized uterus. There was no 
tenderness. The fetal heart could not be 
heard. Pelvic examination revealed a firm, 
fixed cervix, which would barely admit one 
finger. The fetal head was presenting in the 
pelvis at a level of 2 cm. above the ischial 
spines. The membranes were widely 
stripped. No blood was obtained on the ex- 
amining finger. 
Hospital Course 
Because there was no obvious obstetric 
cause for the shock, it was thought that the 
patient might be suffering a heart attack or 
cerebral hemorrhage. A medical consulta- 
tion was obtained while laboratory studies 
were being performed. The medical consul- 
tant found no apparent medical cause for 
shock. About 15 minutes after the vaginal 


examination had been performed, dark blood 
began to pour copiously from the uterus. 
Thus it became obvious that the patient had 
a concealed hemorrhage from abruptio 
placentae. The hemoglobin was reported at 
5.4 Gm. Examination of catheterized urine 
revealed a trace of albumin and no sugar; 
microscopic examination was negative. 


Because of the long, thick cervix it was 
believed that vaginal delivery could not. be 
anticipated within a reasonable length of 
time and that in the best interest of the 
patient a cesarean section should be per- 
formed as soon as an adequate supply of 
blood was available. Transfusions were be- 
gun as soon as possible, and when the pa- 
tient’s condition had sufficiently improved, 
the blood pressure having risen to 90 sys- 
tolic, 40 diastolic, pulse rate 120, a classical 
cesarean section was carried out under gas- 
oxygen-ether anesthesia. A dead 6 pound, 
6 ounce male infant was delivered along 
with about 1,500 cc. of dark clotted blood. 
The placenta was free in the uterine cavity 
and completely detached. The surface of the 
uterus showed considerable interstitial hem- 
orrhage characteristic of a Couvellaire 
uterus. In view of the patient’s parity and 
the Couvellaire changes in the uterus, hys- 
terectomy was considered advisable for the 
following reasons: (1) It would be quicker 
than sewing up the uterine incision; (2) 
the hemorrhagic state of the uterus would 
be a source of continuous postpartum bleed- 
ing; (3) the uterus would be a source of 
thromboplastin which would tend to reduce 
the patient’s circulating fibrinogen and 
cause further hemorrhagic difficulties. Ac- 
cordingly, subtotal hysterectomy was car- 
ried out at about 10:00 A.M. on August 2. 
Double ligatures were placed on all major 
vessels. At the end of the operation the ab- 
domen was dry and there was no bleeding 
(operating time, 23 minutes). The patient 
received 3 pints of blood during the opera- 
tion and blood was continued postopera- 
tively, but the patient remained in a state 
of shock. 


At 12:00 noon the blood pressure was 40 
systolic, 30 diastolic. The patient was quite 


il 
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restless and suffering from air-hunger. She 
was given oxygen, and a cut-down was car- 
ried out on the right ankle. Blood was ad- 
ministered under pressure. The blood pres- 
sure promptly responded and came to a 
level of 100 to 110 systolic. During the 
course of the morning and the early after- 
noon she was given 7 pints of blood. At 
2:30 P.M., despite the continued administra- 
tion of blood, her pressure fell to 60 systolic. 
Her pulse was rapid; rate, 120. 

Because of the persistent shock, it was 
believed that the patient must be having 
intraperitoneal bleeding. Percussion of the 
abdomen revealed dullness in both flanks. 
She was taken to the operating room and, 
under gas-oxygen-ether anesthesia, the 
previous incision was reopened. There were 
about 2 liters of dark blood, some of which 
was partially clotted in the peritoneal cav- 
ity. There was no specific bleeding point, 
but rather a generalized ooze from all per- 
itoneal surfaces in the pelvis. We then 
examined the spleen and liver’ and found 
no bleeding coming from the upper part of 
the abdomen. It seemed that all the bleeding 
was coming from the pelvis. 

There was a smal! hematoma, about 3 cm. 
in diameter, in the left broad ligament. This 
ligament was opened and no bleeding point 
could be found, although there was con- 
siderable ooze from all surfaces. The left 
tube and ovary were then removed in the 
hope of restoring some degree of hemo- 
stasis by ligating the infundibulopelvic lig- 
ament. The area continued to ooze and sev- 
eral mattress sutures were applied in an 
attempt to effect hemostasis, but every 
needle puncture resulted in more oozing. We 
seemed to be getting nowhere. 

The bladder flap was removed from the 
cervix, and one cervical suture was removed. 
A cigarette drain was placed in the vagina, 
through the cervix, and the end of the drain 
was placed in the left broad ligament. The 
left broad ligament was then closed and the 
bladder flap resutured over the cervix. So 
much blood continued to ooze into the pel- 
vis, however, that our attempts to arrest it 
seemed hopeless. A large Boston roll gauze 
was then packed into the pelvis with the 
end protruding suprapubically. The abdo- 
men was closed with interrupted through- 
and-through sutures of heavy cotton. 
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The patient’s condition at the end of the 
operation was better than at the beginning: 
the systolic pressure was now 100 mm., the 
pulse 110. She received three pints of blood 
during and immediately following this sec- 
ond operation. A large drainage dressing 
was applied to the abdomen. Following the 
operation she was given 1 Gm. of fibrinogen 
intravenously. 


At 7:00 P.M. the patient was given 1 ad- 
ditional Gram of fibrinogen in glucose and 
saline. She was having slight urinary out- 
put at this time. The next day, at 6:30 P.M., 
the vaginal cigarette drain and Boston roll 
pack were removed under Trilene anesthes- 
ia in the patient’s room. There was no sig- 
nificant bleeding thereafter. By this time 
the patient’s output of urine was more than 
1,000 cc. There was no evidence of shock, 
and her general condition seemed good. 
Throughout the preceding 24 hours the 
blood pressure had maintained levels ex- 
ceeding 110 systolic; her temperature had 
not exceeded 100 F., the pulse rate varied 
between 116 and 120. During the subse- 
quent postoperative period she received pen- 
icillin therapy because of a positive serol- 
ogic test for syphilis. The sutures were 
removed on the sixteenth postoperative day, 
and she was discharged on the next day in 
good condition. 

Following the initial episode the patient 
had no further hemorrhage. There was no 
bloody drainage from the vagina or the ab- 
domen. The urinary output remained ade- 
quate. She had a moderately febrile course, 
with temperatures ranging from 100 to 
101 F. during most of her hospital course, 
although repeated examinations showed no 
specific evidence of localized or generalized 
infection. 

Six weeks post partum she was examined 
and found to be in good condition. 


Conclusion 


Unfortunately, quantitative fibrinogen de- 
terminations were not available in our hos- 
pital at the time this case was observed. 
Although I do not have laboratory data to 
substantiate the exact nature of the hem- 
orrhagic diathesis, this case would seem 
to fit into that group where fibrinogenopenia 
is the underlying cause. 


‘ 
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ADVERTISEMENTS 


Blue Shield not 
insurance plan 


Through participating physicians, 


it offers more, much more than 


any commercial insurance can! 


Blue Shield® is the one prepaid 
medical care Plan which acts for 
and with organized medicine to 
promote health protection cover- 
age for the entire community. 


So that the largest possible number 
of people will be able to afford private, 
free-choice-of-doctor care, the Blue 
Shield Doctors Program... 


e Enrolls groups as small as five—not 
just large, ‘‘select risk’’ groups. All 
groups enjoy the same low group rate. 


e Enrolls individuals under 65, if they 
are unemployed, or work where there 
are only five employees or less. 


e Permits group members to transfer to 
individual membership when they are 
laid off, or change jobs. 


e Permits the elderly to keep their Blue 
Shield when they retire. 


e Never cancels a subscriber because he 
has had to use his coverage often. 


e Offers a choice of “tailor-made” con- 
tracts to suit individual or family needs. 


e Provides the same coverage for all 
enrolled members of the family plus ma- 
ternity care for the wife. 


e Pre-paid medical protection helps 
make more people self-sufficient in pay- 
ing for medical care. 


You can help Blue Shield by keeping 
booklets and inquiry cards in your 
waiting room. 


Write for a supply to: 
Hospital Saving Association. 
Chapel Hill. North Carolina. 
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Tetracycline and Citric Acid Lederle 
A Decision of Physicians 


When it comes to prescribing 
broad-spectrum antibiotics, physicians 
today most frequently specify 
AcHROMYCIN 


The reason for this decided preference 
is simple. 


For more than four years now, you and 
your colleagues have had many 
opportunities to observe and confirm 
the clinical efficacy of ACHROMYCIN 
tetracycline and, more recently, 
Acuromycin V tetracycline and 

citric acid. 


In patient after patient, in diseases 
caused by many invading organisms, 
ACHROMYCIN achieves prompt control 
of the infection—and with few 
significant side effects. 


The next time your diagnosis calls for 
rapid antibiotic action, rely on 
Acuromycin V—the choice of 
physicians in every field and specialty. 


LEDERLE LABORATORIES 

a Division of 

AMERICAN CYANAMID COMPANY 
Pear! River, New York 
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To Members of the Medical Society 
of the 


State of North Carolina 


Regarding your Society’s Accident and Health Plan 
— Established 1940 — 


This is the plan of Accident and Sickness insurance preferred, and 
participated in by most of the members of the North Carolina Medical 
Society. We greatly appreciate the ever increasing number of members 
who come to us for their disability protection after carefully considering 
other plans. This growing confidence and reliance on us makes us very 
happy and more determined to see that every member of the Society who 
has a claim is treated fairly and paid promptly. We write the claim checks 
in this office. Your claim does not have to be sent to some distant city 
to be processed by someone who does not know you and feels little interest 
in your problems. It is not enough just to accept your premiums. It is 
our duty and our pleasure to pay you when disabled as well as to receive 
your money when you are well. Write us today. 


PLANS AVAILABLE 


* Dismemberment COST UNTIL AGE 35 COST FOR AGES 35 to 70 
Accidental Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
or Hearing Sickness Benefits Premi P i Premi Premi 


$5,000 5,000 to 10,000 50.00 Weekly 67.50 34.25 90.00 45.50 
5,000 7,500 to 15,000 75.00 Weekly 98.25 49.65 131.00 66.00 
5,000 10,000 to 20,000 100.00 Weekly 129.00 65.00 172.00 86.50 

($433.00 per month) 
* Amount payable depends upon the nature of the loss as set forth in the policy. 


Members under age 60 and in good health may apply for $10.00 
per day extra for hospitalization at premium of only $20.00 annually, or 
$10.00 semi-annually. Pays up to 90 days for each sickness or injury. 


We are proud of our 18 years of service to the North Carolina 
Medical Society. During this period we have paid fully and promptly 
claims to disabled members totaling nearly $1,000,000.00. 


| am as close to you as your telephone. Please call me collect, day 
(5-5341) or night (7-3157), concerning any questions on which | may be 
helpful. 


FOR APPLICATION, OR FURTHER INFORMATION. WRITE TODAY 
TO 


J. L. CRUMPTON, State Mgr. 
Professional Group Disability Division 
Post Office Box 147 Durham, N. C. 
— Representing — 
COMMERCIAL INSURANCE COMPANY OF NEWARK, NEW JERSEY 
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Subarachnoid Hemorrhage at Cesarean Section 
A Cuaee Report 


COURTNEY D. EGERTON, M.D. 


and 


ROBERT J. RUARK, M.D. 


RALEIGH 


The patient was a 27 year old wo- 
man, para i, gravida ii, whose last men- 
strual period was June 29, 1956, and whose 
expected date of confinement was March 5, 
1957. She gave a history of severe pre- 
eclampsia with her first pregnancy, requir- 
ing hospitalization for three weeks, in Paris, 
France. Her blood pressure at that time 
maintained a constant level of about 200 
systolic, 120 diastolic. Delivery was effected 
by cesarean section at eight months’ gesta- 
tion because of the toxemia, and a living 
infant was obtained. This had been in 1953, 
and the blood pressure had been normal 
since that time. 


When the patient was first seen by us on 
September 26, 1956, her general physical 
condition was good, the blood pressure was 
110 systolic, 70 diastolic, and serologic test 
for syphilis was negative. She had an essen- 
tially normal prenatal course except for a 
mild hypochromic anemia. She gained only 
18 pounds, and at no time was there the 
slightest suggestion of toxemia. She was 
admitted to Rex Hospital on March 21, 
1957, for an elective repeat cesarean sec- 
tion the next day. The blood pressure on 
admission was 130 systolic, 90 diastolic. 


On March 22 the patient was taken to the 
operating room and given a spinal anes- 
thetic of Pontacaine 10 mg. by an anesthes- 
iologist. Her blood pressure prior to anes- 
thesia was 138 systolic, 86 diastolic. The 
old scar was excised and the abdomen en- 
tered without incident. While the vesico- 
uterine fold of peritoneum was being dis- 
sected off the lower uterine segment, the 
patient suddenly complained of headache, 
severe enough to make her cry. The anes- 
thesiologist informed us that there had been 
a rise in blood pressure up to 150 systolic, 
100 diastolic in response to 5 mg. of Vasoxyl 
which had just been given intravenously. 
Prior to that the blood pressure dropped to 
90 systolic, 60 diastolic. A low transverse 
incision was made in the uterus, and a 


living female infant weighing 3,400 Gm. 
was delivered. Fifty milligrams of Demerol 
was then given intravenously because of the 
headache, and at the same instant the pa- 
tient began having mild convulsive seizures. 
Our first thought at this time was that she 
had had a drug reaction either to Ponto- 
caine, Vasoxyl, or Demerol. On this assump- 
tion, she was given Sodium Pentothal, and 
in addition, because convulsions continued, 
20 cc. of a 10 per cent solution of magnes- 
ium sulfate intravenously. During this time 
the blood pressure had not been above 160 
systolic, 110 diastclic, and had remained 
around 150/100 most of the time. While the 
foregoing measures were being taken by 
the anesthesiologist, we had completed the 
operation. Blood loss had been minimal, 
and no transfusion was required. Oxygen 
had been administered by mask throughout 
the entire procedure. The patient had 
ceased twitching and left the operating 
room apparently in satisfactory condition, 
with a blood pressure of 130 systolic, 90 
diastolic. 


While in the recovery room she began 
having mild convulsions again and was giv- 
en 16 mg. (14 grain) of Morphine. She then 
slept, being free of convulsions and with all 
vital signs stable. When she had not re- 
acted some six hours later and could not be 
awakened, we asked for neurosurgical con- 
sultation. The consultant, Dr. LeRoy Allen, 
found her semicomatose, but the neurologic 
changes were too vague to be diagnostic at 
that time. His first impression was also of 
a drug idiosyncrasy, but he considered a 
mild subarachnoid hemorrhage a_possibil- 
ity. 

By the next morning the patient’s vital 
signs were still stable, but she was still 
comatose and now displayed a typical right- 
sided hemiplegia, a stiff neck, and bilateral 
positive Babinski sign. A lumbar puncture 
yielded bloody cerebrospinal fluid and a 
pressure of 160 mm. of water. The diag- 
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nosis of subarachnoid hemorrhage was then 
apparent. 

For the remainder of her hospital course 
she was primarily a neurosurgical problomt. 
Her clinical course was very stormy, and 
she remained in a critical condition for 
weeks. Repeated lumbar punctures and 
clinical signs suggested that she had at least 
two more episodes of intracranial hemor- 
rhage. On the sixth postoperative day an 
emergency tracheotomy was performed. She 
remained comatose and for several days had 
mild diencephalic seizures. 

A congenital aneurysm was suspected be- 
cause of her youth, and on April 5, a left 
cerebral arteriogram was made. This re- 
vealed a questionable thrombosis of a 
branch of the middle cerebral artery, but no 
aneurysm. In the third week she began to 
show signs of hydrocephalus, and repeated 
spinal punctures were necessary. The spinal 
fluid pressure on one occasion was as high 
as 370. The pressure gradually decreased, 
and three weeks after the operation she re- 
gained consciousness but remained aphasic 
and hemiplegic. 

A ventriculogram on April 24 revealed 
a porencephalic cyst, measuring 4 cm. in 
diameter, in the left frontotemporal area. 
This finding indicated that there had been 
intracerebral hemorrhage with liquefaction 
necrosis of brain substance. 


The patient made a gradual recovery in 
the next few weeks, owing largely to expert 
attention by Dr. Allen and continuous nurs- 
ing care. At the time of discharge nine 
weeks after operation she could swallow, 
talk with a guttural speech, comprehend 
fully, and even walk a little. Her recovery 
at home was remarkable, and after about 
six months she was able to discard her leg 
brace. She now has complete use of her right 
arm, and her speech is only slightly thick. 
She even passed her driver’s license test in 
February, 1958. 

She had been amenorrheic for six months 
following the hemorrhage, probably on the 
basis of debilitation. She has been men- 
struating normally since October, 1957, and 
when last seen in March of this year was in 
good general condition. Her blood pressure 
was 122 systolic, 76 diastolic. 


Comment 


Retrospective criticism can run rampant 
in a case like this, but, there perhaps are 
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some lessons te be learned here. Opponents 
of the repeat cesarean section might point 
to.this case with tongue in cheek. We be- 
lieve that this criticism is beside the point 
in this case. Critics of spinal anesthesia 
might argue that the whole chain of com- 
plications might have been averted had local 


or general anesthesia been used. Others 
may defend spinal anesthesia as such, but 
question the agent or dosage used. Some 
question might be raised concerning the 
treatment of anesthetic hypotension, espe- 
cially with intravenous vasopressor drugs. 
We again point out that the anesthesia was 
administered by a well trained, competent 
anesthesiologist, and that the dosages of the 
various drugs used were within the recom- 
mended range. Finally, we admit that we 
were slow to recognize what was happen- 
ing, although it is doubtful that the out- 
come would have been different even with 
a prompt diagnosis. 


Summary 
A case of subarachnoid and intracerebral 
hemorrhage occurring at the time of repeat 
cesarean section has been reported. It is 
hoped that this case will serve as a re- 
minder that even a simple elective cesarean 
section is not without hazard. 


The Medical Spectator 


Last month some of the repressed con- 
flicts between physicians, metaphysicians, 
and lawyers were noted and hints about 
their conversion to more acceptable attri- 
butes offered. The previous month Dr. 
Graham") had explored with some percep- 
tion the problems of dehumanization in in- 
dustrial society. This month Big Labor, Big 
Business, and Big Government have been 
chosen as the proper targets of the Medical 
Spectator. Should this rate of attrition con- 
tinue, it will soon become obvious that 
everyone but physicians will be dehuman- 
ized, poorly integrated, dependent, and 
“other-directed.”” To anvone but a physician 
such isolation would suggest paranoid tend- 
encies, but we do retain some control in 
defining illnesses so that there is no real 
need for concern. 

Because Big Government is so much with 
the self-employed, who must make obeis- 
ance quarterly, it is fitting that father fig- 
ures in Washington be considered first. And 
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because many of us have struggled with 
division commanders and infantry~<olonels 
whose favorite hobbies seem to be venereal 
disease statistics, the military requires 
scrutiny. It must be recognized that policy 
and protocol dictate military custom and 
tradition, and have probably done so since 
Caesar’s legions. This is essential because 
the military mind must, by my definition, 
be saturated with guilt, first for killing in 
wartime and later for conspicuously wast- 
ing the taxpayers’ money in peacetime. It 
then becomes necessary to systematize and 
convert this guilt. Thus our peacetime army 
rides hell for leather by the clock and issues 
directives in a most anaplastic manner. The 
upshot is that boredom becomes a provlem 
of overwhelming intensity, one for which 
almost any means for temporary solution is 
welcomed. The magnitude of the problem is 
reflected by the refusal of high brass to 
accept chronic alcoholism among enlisted 
men as a service-connected disability. In 
one stroke the environment is absolved of 
guilt; that leaves heredity, which has enough 
to do without predetermining who will be- 
come an alcoholic, where and when. 

Big Business today and Big Labor too 
seem set on pursuing a similar path until one 
looks a little more closely and appreciates 
that the leaders of these groups approach 
power more subtly and therefore a little 
more respectfully. Both are now up to their 
ears in thoughts of automation, business 
with a view of simplifying operations and 
increasing profits, and labor concerned with 
keeping its members working and the dues 
flowing in. One solution has been suggested 
—the four day week. And this is where 
medicine enters, because idle people have 
little to do and a favorite hobby with the 
unoccupied is worrying about themselves. 
Symptoms follow in astonishing profusion, 
and who but the physician can ease and 
tranquilize? 

But what does leisure breed? We really 
don’t know because few if any societies 
have been able to offer it. One of the real 
dangers of such prosperity is the fear that 
somebody will take it away, and if we have 
enough fearful people, panic will shortly 
become endemic. 

Even so, is our society any more dehu- 
manized than the ones we have followed? 
A popular pastime among the cognescenti 
is to pine for the stability of medieval so- 
ciety without realizing that fear of demons 


THE MEDICAL SPECTATOR 317 


was a great cohesive force in that civiliza- 
tion. Our demons are called by different 
names, of course, but they certainly are no 
less.real when they are corporate or gov- 
ernmental. 


Reference 
1. Graham, J. B.: Dehumanization—The Real Flaw in So- 
cialized Medicine, North Carolina M. J. 19:217-221 (June) 
1958. 


SOME UNCIVIL THOUGHTS ABOUT 
CIVIL DEFENSE 

One of the legacies of professional] sol- 
diering is retired brass, and one of the 
problems facing this country today seems 
to be how to keep the brass polished, Proto- 
col gives authority and, as is well known, 
authority engenders knowledge in its pos- 
sessors. When a military man retires he 
carries his authority with him; the market 
then is glutted by the surplus of unexer- 
cised authority. There aren’t enough Boy 
Scout troops about, and adolescent boys 
aren’t noticeably respectful anyway. 

Civil defense has offered a wonderful 
haven for many of these dispossessed, and 
we as taxpayers must be grateful. Recent 
plans calling for evacuation of our cities 
are certainly comforting. We take to our 
cars and start driving in the directed direc- 
tion at the first sign of a mushroom cloud, 
somewhat like the lemmings of Lapland. 
That we won’t have time to outthink an 
intercontinental ballistic missile is irrel- 
evant and perhaps even irreverent; that 
our roads are constipated by motorized liv- 
ing rooms at the moment is unimportant, 
and that we might be leaving relative order 
in towns and cities for chaos in the country 
are thoughts to be classified as unpatriotic. 

On second thought it may be better to 
have such valetudinarians in civil defense 
rather than in positions of importance. 


CORRECTION 

Attention is called to a correction in the 
article entitled “Familial Amyotrophic 
Lateral Sclerosis: Report of Two Cases” by 
Perry and Netsky (North Carolina M.J.: 19: 
229-234, June, 1958). In the second column 
on page 232, 21 lines from the bottom, “Other 
aberrations” should read “Mental aberra- 
tions.” The complete sentence is as follows: 
“Mental aberrations have generally been con- 
sidered coincidental or what would be en- 
countered with any severe, disabling disease, 
but this is another unsettled matter.” 
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AUGUST, 1958 


THE GOVERNOR’S COORDINATING 
COMMITTEE ON AGING 


Mark Twain’s comment that everybody 
talked about the weather but nobody did 
anything about it implied that, at least, 
most people were interested in the weather. 
Until recently only a comparatively few 
people even talked about old age, and little 
was done about it. Within the past two 
decades, however, more and more people 
are talking about it. Dr. Wilma Donohue 
said a few years ago that old age was be- 
coming as popular a subject as sex. While 
this was rather overestimating the public’s 
interest in aging, the is no doubt that a 
great many people, both medical and non- 
medical, are genuinely interested in making 
it possible for our older citizens to feel with 
Browning that “the best is yet to be.” 

For the first time in North Carolina his- 
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tory, a sperial week was set aside to give 
special vonsideration “to the health, happi- 
nesS and welfare of the state’s aging citi- 
zens.” Governor Hodges issued an Official 
statement designating the week of July 13- 
19 as what might facetiously be called ‘Be 
Kind to Old Folks Week.” 


North Carolina has made an enviable 
record in its accomplishments in the care 
of its older citizens. Less than a year after 
the first National Conference on Aging was 
held in Washington, D. C., North Carolina 
had one of the first statewide conferences 
on aging, in June, 1951. A committee was 
appointed by the Governor to follow up the 
conference. This committee completed its 
study by December, 1952, and filed a report 
with 10 recommendations. 


In September, 1956, Governor Hodges 
appointed the present 15-member Coordi- 
nating Committee on Aging, which has been 
quite active since its organization. Shortly 
before the above-mentioned special week, 
the committee issued its first report. Since 
all doctors should be interested in the work 
of the committee, some extracts from it 
are given below. 


The Committee was purposely limited to fifteen 
members so that it could be a small working group, 
composed of the heads of State agencies with ma- 
jor responsibilities in the general area of older 
citizens, together with representatives from the 
University of North Carolina, Duke University, 
Bowman Gray School of Medicine, and a represen- 
tative from industry. The Committee recognized 
in its first meeting that all areas of significance 
to a State concerned with its older citizens could 
not be covered by any one committee and that the 
help of many specialists would be needed in carry- 
ing out the purposes of the Committee. 

The State Board of Public Welfare provides 
secretarial and certain research services. The mem- 
ber agencies carry the responsibility for programs 
and projects in their own fields and determine the 
agenda, deciding at each session on the major top- 
ics for the following meeting. . . 


Accomplishments 


What have been the accomplishments to date of 
this Coordinating Committee, established Septem- 
ber 12, 1956? 

In the first place, the Committee carefully re- 
viewed the ten recommendations which were made 
by the earlier committee which was dissolved in 
December 1952... 

In the second place, there has been an analysis 
of current facts with regard to the older popula- 
tion in the State and an evaluation of trends... 
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In the third place, each of the fifteen members 
of the Coordinating Committee has reviewed in 
detail for the Committee the work of his agency 
or organization in the field of aging. There has 
been group discussion of each of these programs. 
A comprehensive brief has been filed on each re- 
port for the permanent record of the committee. 
Also, pertinent agency publications have been 
placed in the permanent file and distributed to all 
members of the Committee along with other re- 
lated materials from both national and foreign 
sources. At appropriate times both State and na- 
tional legislative proposais affecting older people 
have been considered. 

Major areas which have been reported upon in- 
cluded, among others, the following: 


(1) Special programs for placement of older peo- 
ple in employment. 


(2) Plans for expanding adult education pro- 
grams. 


(3) Increased activity in stimulating recreation 
among older groups, including conferences on 
recreation for aging. 

(4) A wider range of public health programs and 
services for older people including a new 
division on chronic illness in the State Board 
of Health. 

(5) More attention to the training of medical 
students to cope with the needs of older peo- 
ple. 

(6) Courses in geriatrics at the North Carolina 
School of Public Health Nursing. 

(7) Increasing the types of services needed and 
used by older people in libraries throughout 
the State. 

(8) Emphasis by the State mental hospitals upon 
working relationships with local agencies, 
especially welfare departments, so that older 
people can be cared for at home whenever 
possible. 

(9) Strengthening the State retirement system. 

(10) Helping to bring information to rural people 
about services needed by and available for 
the aged, through the auspices of the Agri- 
cultural Extension Service. 

(11) A wide range of services through the public 
welfare program... 


In the fourth place, a number of specialists have 
met with the Coordinating Committee to discuss 
programs not directly represented in the Commit- 
tee membership .. . 

In the fifth place, the Coordinating Committee, 
through the office of the chairman, serves as a 
clearing house to handle the innumerable in- 
quiries which come in from interested individuals 
and from organizations and agencies in this and 
other states... 

In the sixth place, the Coordinating Committee 
within its relatively short period of existence has 
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a number of concrete developments to report as 
follows: 

A clearing house on materials on aging has been 
established in connection with the State Library. 
A centralized collection of materials was found 
almost immediately to be a necessity, 

The first survey under the auspices of the Com- 
mittee has been completed and distributed widely, 
namely a “Survey of Industrial Retirement Pro- 
grams in North Carolina,” Many requests for cop- 
ies have been handled. 

A pamphlet on pre-retirement counseling, en- 
titled “A New Look at the Mature Worker,” has 
been published under the sponsorship of the Co- 
ordinating Committee with the actual preparation 
and financing being handled by the Employment 
Security Commission. 

Another project nearing completion is a sum- 
mary of basic legal knowledge, with respect to 
North Carolina law, with which older people should 
be familiar. 

The Coordinating Committee is developing a pro- 
gram to promote better understanding and coop- 
eration in communities with respect to the broad 
field of aging with plans underway for approxi- 
mately 25 community-wide or county-wide one-day 
meetings to be held in the fall of 1958. 


* * 


DIAMOND ANNIVERSARY OF THE 
JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


After a prolonged gestation period of 
nearly 35 years, the first issue of the Jour- 
nal of the American Medical Association 
appeared July 14, 1883. Its seventy-fifth 
birthday was celebrated by a special issue 
for July 12. 

Of the galaxy of 21 contributing authors 
listed on the cover, only one is a medical 
man. That one, very fittingly, is Dr. Gunnar 
Gundersen, president of the American Med- 
ical Association. Two other doctors whose 
names were not listed, but who deserve 
most of the credit for this really notable 
issue are Editor Austin Smith and Asso- 
ciate Editor Johnson F. Hammond. Dr. 
Hammond had prepared a story of “The 
Birth of the Journal.” Dr. Smith’s single 
editorial—one of the finest he has ever 
written — “Partners in Progress’ — struck 
the keynote for all the other contributions. 
The first was a letter from President Eisen- 
hower extending “felicitations to the Jowr- 
nal of the American Medical Association 
on its 75th anniversary.” The next was 
by Dr. Gundersen “Medicine and the 
Community.” Another was by Mr. Charles 
S. Rhyne, president of the American Bar 
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Association, on “Medicine and the Legal 
Profession.” Among other contributors were 
J. Edgar Hoover, Charles F. Kettering, John 
Steinbeck, Edward V. Rickenbacker, Walt 
Disney, Frederic W. Ecker, DeWitt Wal- 
lace, and other notable names. 

Since most of the NORTH CAROLINA MED- 
ICAL JOURNAL readers also read the Journal 
of the American Medical Association, it is 
not necessary to comment further on the 
issue except to congratulate our parent or- 
ganization upon having such a _ splendid 
summary of progress made within the past 
75 years, and to compliment Dr. Austin 
Smith upon his wise choice of a central 
theme, and of contributors to discuss that 
theme. His editorial was so noteworthy that 
a few sentences from it are worthy of quot- 
ing with emphatic appeal. 

No one can exist without the direct or indi- 
rect contributions of others, which is forcefully 
proved by the appearance of our guest contribu- 
tors in the pages of this issue of THE JOURNAL 
. . . Leadership is necessary, but understanding 
is as important. 

Writer, news commentator, industrialist, edu- 
cator, name whom you will, are all partners in 
our country. This in itself engenders a depth of 
responsibility that is sobering, but when one re- 
members that much of the world today is looking 
for leadership, all of us must be mindful of 
additional responsibility as we work and play. 
Perhaps the people in some of the countries 
elsewhere might have had fewer problems if they 
had paused long enough in their work and play 
to encourage men and women to shake hands 
with each other as partners in orderly progress. 
Maybe there would be less fist shaking today. 

* * * 


THE NATIONAL HEALTH SERVICE 
AFTER TEN YEARS 


The British Medical Journal for July 5 
devoted a special supplement to reviewing 
the National Health Service’s ten-year re- 
cord. Reading the various comments leaves 
a number of impressions. The first is that 
in Great Britain some form of tax-sup- 
ported medical service was inevitable, since 
all three parties favored it. The second is 
that it has really worked better than was 
first thought, in spite of the enormous error 
of calculation as to its cost. 


A third impression which has been re- 
peatedly called to attention since the serv- 
ice began is that the general practitioner 
has suffered most under the plan—both in 
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prestige and income. Even Lord Moran, who 
favored the National Health Service from 
the beginning, said: “I am bound to take 
notice here of the prevalent discontent 
among general practitioners, because it may 
have a bearing on the staffing of the hos- 
pitals.”’ 

He then qualified this statement by add- 
ing: “The seeds of unrest are, I believe, to 
be found in an insidious decline in the sta- 
tus of the general practitioner over a num- 
ber of years. It is not due to the Service, 
but mainly to the conditions of his life 
before the Service.” There seems to be little 
doubt but that the specialist “consultant” 
has fared much better than the general 
practitioner. 

Another thought expressed by many is 
that the quality of medical students has 
deteriorated and that many doctors dis- 
courage their sons from following in their 
footsteps. 

The final paper in the supplement is the 
report by Professor Paul Gemmill (Ph.D.), 
professor of economics in the University of 
Pennsylvania, of his seven months’ survey 
of the National Health Service. The fallacy 
of statistics is shown by the fact that he 
interpreted the information gained from 
interviews with doctors and patients as 
favorable to the Service, whereas the lead- 
ing editorial in the Journal found his fig- 
ures “disquieting.” 

Professor Gemmill concluded his report 
by quoting a Conservative Member of Par- 
liament as saying: “We do not have a first- 
class, but only a second-class medical serv- 
ice. However, before 1948 it was only 
fourth-class. It has been improving ever 
since, and by and by we shall have a Health 
Service that is truly first-class.” 

In reply, the editorial commented that 
“what will surprise many is the reply to the 
question put to patients by Professor Gem- 
mill about a comparison of the medical 
services under N.H.S. with those before 
1948: only 37 per cent said the N.H.S. was 
better than what went before; 50 per cent 
said the medical service to-day was about 
the same as it used to be; and 13 per cent 
said conditions were actually worse. It is 
to be hoped that the implications of this 
result will be understood by the Conserva- 
tive M.P. whose stupid and ill-informed ob- 
servation is reported at the end of Profes- 
sor Gemmill’s interesting paper.” 


‘ 
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President’s Message 


This issue of the JOURNAL carries a ros- 
ter of the officers and of the committees 
and section chairmen of the Society. The 
structure of the Society’s organization 
should be studied closely, and each member 
should become familiar with the new com- 
mission form of organization. 

Your immediate past president, Edward 
W. Schoenheit, appointed a committee con- 
sisting of Donald B. Koonce, John S. Rhodes, 
and John C. Reece to implement a Survey 
on Committee Structure within the state. 
After surveying committee structure in 
several state societies, the basic commission 
type of structure was recommended to the 
Executive Committee and in turn to the 
House of Delegates as being best for the 
Society. At the 1958 meeting in Asheville, 
the House of Delegates approved these rec- 
ommendations. This change in organization 
was made necessary by the growth of the 
Society. As it became necessary to divide 
and assign responsibility, Dr. Schoenheit, 
working with the Survey Committee, re- 
duced the number of committees from 78 
to 48. The number has now been reduced 
to 42. 

The Survey report recommended that fu- 
ture officers of the Society recognize that 
the present committee structure can take 
care of most new problems, with such prob- 
lems being assigned to existing committees. 
It is hoped that the commission form of 
organization will eliminate duplication of 
effort, reduce the burden of the personnel 
in the Executive Office and of the executive 
officers, and save time in handling the af- 
fairs of the Society at the annual meeting, 
with six complete and adequate commission 
reports to the House of Delegates in place 
of the many committee reports as in the 
past. 

Each commission is to consist of a chair- 
man and the chairmen of the subcommittees 
of that commission. The Nominating Com- 
mittee and the Grievance Committee, each 
as per the Constitution, shall remain as 
entities, the Nominating Committee to con- 
sist of a member from each district, elected 
by delegates from that district, the chair- 
man being elected by the members of the 
committee; and the Grievance Committee 
to consist of the five most recent available 
presidents, with the senior member as 


chairman and the junior member as sec- 
retary. 

It is recommended that each commission 
have periodic meetings to discuss and for- 
mulate the policy of its various committees, 
subject to the approval of the Executive 
Committee. Each commission is to make an 
annual report to the House of Delegates for 
the commission and its committees. The 
commissions have been set up as recom- 
mended by the Survey Committee and are 
as follows: 

I. Professional Services 

II. Public Services 

III. Public Relations 

IV. Administration 

V. Annual Convention 

VI. Advisory and Study 

VII. Nominating Committee 
VIII. Grievance Committee 

The present structure of the Society, if 
considered in the light of the organization 
of our federal government, would work 
about as follows: The House of Delegates 
with representation from each county med- 
ical society is comparable to the House of 
Representatives and has equal power. The 
Executive Council is comparable to the Sen- 
ate, but is without power other than that 
held by its members as representatives of 
the House of Delegates. The elective officers 
are the Administrative Department. The 
Commissioners serve in a capacity similar 
to the President’s Cabinet. The Nominating 
Committee is similar to the Electoral Col- 
lege. The Grievance Committee serves as a 
court, but only in an advisory capacity to 
the Executive Council. 

With the Society so organized, the officers 
can develop policy and new programs. It is 
hoped that during the coming year steps 
can be taken toward developing affiliated 
teaching services in our community hospi- 
tals coordinated with our medical school 
programs. Another program that should be 
of prime interest to the Society is the de- 
velopment of medical scholarships at the 
county level for the training of doctors in 
our schools of medicine. A third and acute 
problem is our relations with all organiza- 
tions and agencies interested and _ partici- 
pating in the health of our citizens. Future 
messages from this page will carry com- 
ments on these subjects. 

LENOX D. BAKER, M.D. 
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Committees and Organizations 


SCHEDULE OF COMMITTEE AND 
COMMISSION APPOINTMENTS, 1958-1959 


The Cemmittees listed herein have been authorized by President Lenox D. Baker and/or 


are required under the Constitution and By-Laws. 


Particular note should be taken of the authorization of the House of Delegates of 
a Commission form of organizational activity and that all committees, excepting Com- 
mittee on Nomination, Committee on Negotiation, and Committee on Grievances, are seg- 
regated under the respective Commission in which the function of the committee log- 
ically rests. This will tend to eliminate overlapping and duplication in activity programs 
and result in coordination of the work of the Society in a manner to lessen the work of 
the delegates in the Annual meeting of the House of Delegates. 

(The President, Secretary and Executive Director of the Society are ex- officio 
members of all committees and, along with the Commission Chairman, should receive no- 
tice of meetings, agenda and minutes of committee meetings during the activity year.) 


. ADMINISTRATION COMMISSION 


Wayne J. Benton, M.D., Chairman 

514% S. Elm Street Committee 
Greensboro, North Carolina listing 

. Finance Committee on (I, 1) #18 
Wayne J. Benton, M.D., Chairman 

514% S. Elm Street 

Greensboro, North Carolina 

. Headquarters Facility for Medical Society, 
Committee on, (I, 2) #21 
Alexander Webb, Jr., M.D., Chairman 

221 Bryan Building 

Raleigh, North Carolina 


. ADVISORY AND STUDY COMMISSION 


Jacob H. Shuford, M.D., Chairman 
7 Main Avenue Place, S.W. 

Hickory, North Carolina 

. Auxiliary Advisory and Archives of Medical 
Society History, Committee on, (II, 1) #1 
Roscoe D. McMillan, M.D., Chairman 

P.O. Box 232 

Red Springs, North Carolina 

. American Medical Education Foundation, 
Committee on, (II,2) 

Harry L. Johnson, M.D., Chairman 

P.O. Box 530 

Elkin, North Carolina 

. Blue Shield, Committee on, (II, 3) 

Jacob H. Shuford, M.D., Chairman 

7 Main Avenue Place, S.W. 

Hickory, North Carolina 

. Constitution and By-Laws, Committee on, 
cil, 4) #12 
Roscoe D. McMillan, M.D., Chairman 

P.O. Box 232 

Red Springs, North Carolina 

. Credit Bureau, Medical, Committee on, 

cil, 5) #13 
W. Howard Wilson, M.D., Chairman 

403 Professional Building 

Raleigh, North Carolina 

. Industrial Commission of North Carolina, 
Committee to work with. (II, 6) 

J. Thomas Dameron, M.D., Chairman 

809 Hillsboro Street 

Raleigh, North Carolina 

. Medical Care of Dependents of Members of 
Armed Forces, Committee on, (II, 7) #28 
David M. Cogdell, M.D., Chairman 

911 Hay Street 

Fayetteville, North Carolina 

. Student A.M.A. Chapters, Committee Advisory 
to, (II, 8) #41 


Isaac E. Harris, Jr., M.D., Chairman 
1200 Broad Street 
Durham, North Carolina 


. ANNUAL CONVENTION COMMISSION 


R. Beverly Raney, M.D., Chairman 
North Carolina Memorial Hospital 
Chapel Hill, North Carolina 


. Arrangement of Facilities Annual Session, 
#4 


Committee on, (III, 1) 

John S. Rhodes, M.D., Chairman 

700 West Morgan Street 

Raleigh, North Carolina 

Audio-Visual Scientific Postgraduate Instruc- 
tion, Committee on, (III, 2) #5 
Leonard J. Goldner, M.D., Chairman 

Duke Hospital 

Durham, North Carolina 


. Awards and Scientific Works, Committee on, 
#6 


3) 

Rowland T. Bellows, M.D., Chairman 
1012 Kings Drive 

Charlotte, North Carolina 


. Delegates Credentials to House of Delegates, 


Committee on, (III, 4) #14 
Milton S. Clark, M.D., Chairman 

Wachovia Bank Building 

Goldsboro, North Carolina 


. Exhibits Scientific, Committee on, (III, 5) #16 


Everett I. Bugg, Jr., M.D., Chairman 
1240 Broad and Englewood 
Durham, North Carolina 


. Golf Tournament Medical, Committee on, 


6) #20 
Walter M. Watts, M.D., Chairman 

Doctors Building 

Asheville, North Carolina 


- PROFESSIONAL SERVICE COMMISSION 


George W. Paschal, Jr., M.D., Chairman 
311 Lands Building 
Raleigh, North Carolina 


- Emergency Medical Service and Military 


Affairs, Committee on, (IV, 1) 

George W. Paschal, Jr., M.D., Chairman 
211 Lands Building 

Raleigh, North Carolina 


. Eye Care and Eye Bank, Committee on, 


div, 2) #17 
Horace M. Dalton, M.D., Chairman 

Kinston Clinic 

Kinston, North Carolina 


. Insurances, Committee on, (IV, 3) #23 


Joseph W. Hooper, Jr., M.D., Chairman 
410 North 11th Street 
Wilmington, North Carolina 
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- Necrology, Committee on, (IV, 4) 


#30 
Charles H. Pugh, M.D., Chairman 

P.O. Box 527 

Gastonia, North Carolina 

Nursing, Physicians Committee on, (IV, 5) #33 
Harry L. Brockman, M.D., Chairman 

624 Quaker Lane 

High Point, North Carolina 

Postgraduate Medical Study, Committee on, 
(IV, 6) #35 
Samuel L. Parker, Jr., M.D., Chairman 
Kinston Clinic 

Kinston, North Carolina 


PUBLIC RELATIONS COMMISSION 


Edgar T. Beddingfield, Jr., M.D., Chairman 
211 South Main Street 

Stantonsburg, North Carolina 

Hospital and Professional Relations and 
Liaison to North Carolina Hospital Association, 
Committee on, (V, 1) #22 
Theodore S. Mees, M.D., Chairman 

501 West 27th Street 

Lumberton, North Carolina 

Legislation, Committee on, (V, 2) 

Hubert MeN. Poteat, Jr., M.D., Chairman 
207 South Third Street 

Smithfield, North Carolina 

Medical-Legal, Committee on, (V, 3) 
Bennette B. Pool, M.D., Chairman 

414 Nissen Building 

Winston-Salem, North Carolina 

Public Relations, Committee on, (V, 4) 
Edgar T. Beddingfield, Jr., M.D., Chairman 
211 South Main Street 

Stantonsburg, North Carolina 

Rural Health and General Practitioner aie 
Committee on, (V, 5) 

Hugh A. Matthews, M.D., Chairman 

44 Academy Street 

Canton, North Carolina 


PUBLIC SERVICE COMMISSION 


John R. Kernodle, M.D., Chairman 

Kernodle Clinic 

Burlington, North Carolina 

Anesthesia Study, Committee on, (VI, 1) #3 
David A. Davis, M.D., Chairman 

North Carolina Memorial Hospital 

Chapel Hill, North Carolina 

Board of Public Welfare of North Carolina, 
Committee Advisory to, (VI, 2) #8 
J. Street Brewer, M.D., Chairman 

P.O. Box 98 

Roseboro, North Carolina 

Cancer, Committee on, (VI, 3) #9 
James F. Marshall, M.D., Chairman 
310 West 4th Street 

Winston-Salem, North Carolina 

Child Health, Committee on, (VI, 4) 
Angus-M. McBryde, M.D., Chairman 

809 West Chapel Hill Street 

Durham, North Carolina 

Chronic Illness, Tuberculosis and Heart 
Disease, Committee on, (VI, 5) #11 
John R. Kernodle, M.D., Chairman 

Kernodle Clinic 

Burlington, North Carolina 


#25 


#27 


#37 


#10 


Maternal Health, Committee on, (VI, 6) #26 
James F. Donnelly, M.D., Chairman 

300 South Hawthorne Road 

Winston-Salem, North Carolina 

Mental Health, Committee on, (VI, 7) #29 


Allyn B. Choate, M.D., Chairman 
1012 Kings Drive 
Charlotte, North Carolina 


COMMITTEES AND ORGANIZATIONS 


8. 


10. 


1, 


12. 


VI 
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Occupational Health, Committee on (VI, 8) #34 
Harry L. Johnson, M.D., Chairman 
P.O. Box 530 

Elkin, North Carolina 

Poliomyelitis, Committee on, (VI, 9) 
Samuel F. Ravenel, M.D., Chairman 
104 Northwood Street 

Greensboro, North Carolina 
Rehabilitation Physical, Committee on 
(VI, 10) 

George W. Holmes, M.D., Chairman 
2240 Cloverdale Avenue 
Winston-Salem, North Carolina 
School Health, Committee on, (VI, 11) 
Charles H. Gay, M.D., Chairman 

1012 Kings Drive 

Charlotte, North Carolina 

Veterans Affairs, Committee on, (VI, 12) 
Samuel L. Eifmon, M.D., Chairman 
225 Green Street 

Fayetteville, North Carolina 


#36 


#38 


#40 


#42 


- NOMINATIONS, COMMITTEE ON (not a 


commission constitutionally provided) #32 
Graham B. Barefoot, M.D., Chairman 
10th and Rankin Streets 


Wilmington, North Carolina 


VIII. GRIEVANCES, COMMTTEE ON (not a com- 
#19 


IX. 


mission By-Law provided) 


Joseph A. Elliott, Sr., M.D., Chairman 
1012 Kings Drive 
Charlotte, North Carolina 


NEGOTIATIONS, COMMTTEE ON, (not a 
commission By-Law provided) #31 


Amos N. Johnson, M.D., Chairman 
Garland, North Carolina 


COMMITTEE ORGANIZATION FOR 1958-1959 


Committee Advisory to the Auxiliary and Ar- 

chives of Medical Society History (11) II-1 

Roscoe D. McMillan, M.D., Chairman, Box 232, 
Red Springs 

Ethel May Brownsberger, M.D., 
ville Road, Biltmore 

James B. Bullitt, M.D., Consultant, 
Building, Chapel Hill 

Coy C. Carpenter, M.D., Consultant, Bowman 
Gray, Winston-Salem 

Wilburt C. Davison, M.D., Consultant, Duke 

Hospital, Durham 

Paul W. Johnson, M.D., 2240 Cloverdale Ave., 
Winston-Salem 

Wingate M. Johnson, M.D., 300 S. Hawthorne 
Road, Winston-Salem 

Rose Pully, M.D., 1007 N. College Street, 
Kinston 

James P. Rousseau, M.D., 
Street, Winston-Salem 

James Tidler, M.D., 1010 Grace Street, Wil- 
mington 

Paul F. Whitaker, M.D., 
Kinston 

Committee on American Medical Education 

Foundation (AMEF) (4) II-2 

Harry L. Johnson, M.D., Chairman, Box 530, 
Elkin 

Wm. Pettway Peete, M.D., Duke 
Durham 

Manson Meads, M.D., Bowman Gray, Winston- 
Salem 

Wm. LeRoy Fleming, M.D., UNC School of 
Medicine, Chapel Hill 


75 Henderson- 


Medical 


1014 West Fifth 


1205 N. Queen Street, 


Hospital, 
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a on Anesthesia Study Commission 
-1 

David A. Davis, M.D., Chairman, N. C. Me- 
morial Hospital, Chapel Hill 

John R. Ashe, Jr., M.D., 624-A N. Church 


Street, Concord 

Horace M. Baker, Jr., M.D., Medical Arts 
Building, Lumberton 

Duncan G. Calder, Jr., M.D., Ardsley Road, 
Concord 

Samuel R. Cozart, M.D., 122 S. Green Street, 
Greensboro 

D. LeRoy Crandell, M.D., Bowman Gray, Win- 
ston-Salem 

Joseph S. Hiatt, Jr., M.D., 208 S. W. Broad 
Street, Southern Pines 

Frank §. Parrott, M.D., 911 W. Henderson 
Street, Salisbury 

Will Camp Sealy, M.D., Duke Hospital, Dur- 


ham 

Thos. B. Wilson, M.D., Rex Hospital Labora- 
tory, Raleigh 

Charles R. Stephen, M.D., Box 3535, Duke Hos- 
pital, Durham 


Committee to Arrange Facilities for Annual 

Sessions (4) III-1 

John S. Rhodes, M.D., Chairman, 700 W. Mor- 
gan Street, Raleigh 

Joshua F. B. Camblos, M.D., 500 New Medical 
Building, Asheville 

Millard D. Hill, M.D., 15 West Hargett Street, 
Raleigh 

Theodore S. Raiford, M.D., 301 Doctors Build- 
ing, Asheville 


Committee on Scientific Audio-Visual Post- 

graduate Instruction (10) III-2 

J. Leonard Goldner, M.D., Chairman, Duke 
Hospital, Durham 

Edward P. Benbow, Jr., M.D., 104 E. North- 
wood Street, Greensboro 

Gordon M. Carver, Jr., M.D., 1202 Broad 
Street, Durham 

Joseph F. McGowan, M.D., Vice-Chairman, 200 
New Medical Building, Asheville 

Isador Meschan, M.D., Bowman Gray, Wins- 
ton-Salem 

L. Everett Sawyer, M.D., 104 W. Colonial Ave., 


Elizabeth City 
B. E. Stephenson, M.D., P.O. Box 206, Rich 


Square 
J. O. Williams, M.D., Cabarrus Memorial Hos- 
pital, Concord 
M.D., 1007 Murchison 


Robert W. Williams, 
Building, Wilmington 

Ernest H. Wood, M.D., N. C. Memorial Hospi- 

tal, Chapel Hill 


Committee on Awards and Scientific Works 
(11) III-3 
M.D., Chairman, 1012 


Rowland T. Bellows, 
Kings Drive, Charlotte 

Wm. O. Beavers, M.D., 1016 N. Elm Street, 
Greensboro 

Bruce B. Blackmon, M.D., 
Buies Creek 

— Cayer, M.D., Bowman Gray, Winston- 
alem 

Raphael W. Coonrad, M.D., Broad and Engle- 
wood, Durham 

Douglas McKay Glasgow, M.D., 1012 Kings 
Drive, Charlotte 

George W. James, M.D., 205 S. Hawthorne 
Road, Winston-Salem 

Wm. M. Long, M.D., S. Main Street, Mocksville 

Charles M. Norfleet, Jr.. M.D., Bowman Gray, 
Winston-Salem 

E. D. Shackelford, Jr., M.D., 2001 Liberty 

Road, Asheboro 
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Emory Hunt, Consultant, University of North 
Carolina, Chapel Hill 

Committee on Blue Shield (10) II-3 

Jacob H. Shuford, M.D., Chairman (1959), 7 
Main Avenue Place, S.W., Hickory 

W. Z. Bradford, M.D., (1961), 1509 Elizabeth 
Avenue, Charlotte 

Willard C. Goley, M.D., (1959), 214 N. Mar- 


shall Street, Graham 

Wm. H. Flythe, M.D., (1961), 624 Quaker 
Lane, High Point 

John R. Hoskins, III, M.D., (1960), 203 Doc- 
tors Building, Asheville 

Julius A. Howell, M.D., (1961), Bowman Gray, 
Winston-Salem 

Robert W. King, M.D., (1959), 107 Bradford 
Avenue, Fayetteville 

Louis L. Klostermyer, M.D., (1960), 103 Doc- 
tors Building, Asheville 

Louis C. Roberts, M.D., (1960), 1200 Broad 
Street, Durham 

Max P. Rogers, M.D., (1961), 624 Quaker Lane, 
High Point 

Committee Advisory to North Carolina State 

Board of Public Welfare (7) VI-2 

J. Street Brewer, M.D., Chairman, P.O, Box 
98, Roseboro 

Bruce B. Blackmon, M.D., Buies Creek 

Allyn B. Choate, M.D., 1012 Kings Drive, 


Charlotte 7 
H. Fleming Fuller, M.D., Kinston Clinic, Kins- 


ton 

Robert D. Higgins, M.D., State Board of 
Health, Raleigh 

J. Kempton Jones, M.D., 227 East Franklin 
Street, Chapel Hill 

Wm. W. Noell, M.D., 309 Wyche Street, Hend- 
erson 


. Committee on Cancer (12) (Legal — 1 each 


Congressional District) VI-3 

James F. Marshall, M.D., Chairman, (5th), 
310 W. 4th Street, Winston-Salem 

George E. Bell, Jr., M.D., (8th), Bowman Gray, 
Winston-Salem 

Wm. H. Bell, Jr., M.D., (3rd), P.O. Box 1580, 
New Bern 

Grover C. Bolin, Jr., M.D., (4th), 423 Hancock 
Street, Smithfield 

Wm. R. Bosien, M.D., (11th), Box 518, Tryon 

Joshua F. B. Camblos, M.D., (12th), 500 New 
Medical Building, Asheville 

Charles I. Harris, Jr.. M.D., (1st), Martin 
General Hospital, Williamston 

Isaac E. Harris, Jr., M.D., (6th), 1200 Broad 
Street, Durham 

Charles Glenn Mock, M.D., (10th), 200 Haw- 
thorne Lane, Charlotte 

Samuel L. Parker, Jr., M.D., (2nd), Kinston 
Clinic, Kinston 

David L. Pressly, M.D., (9th), Stearns Build- 
ing, Statesville 

R. Bertram Williams, M.D., (7th), 308 N. 3rd 
Street, Wilmington 


Committee on Child Health (7) VI-4 

Angus M. McBryde, M.D., Chairman, 809 W. 
Chapel Hill Street, Durham 

Richard W. Borden, M.D., Box 386, Goldsboro 

Edward C. Curnen, Jr., M.D., UNC School of 
Medicine, Chapel Hill 

Clyde R. Hedrick, M.D., Box 619, Lenoir 

Paul F. Maness, M.D., 321 W. Front Street, 
Burlington 

Lewis S. Rathbun, M.D., 304 Doctors Building, 
Asheville 

Robert L. Vann, M.D., Bowman Gray, Wins- 

ton-Salem 
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11. Committee on Chronic Illness, Including Tu- 


berculosis and Heart Disease (12) VI-5 

John R. Kernodle, M.D., Chairman, Kernodle 
Clinic, Burlington 

James P. Alexander, M.D., 1012 Kings Drive, 
Charlotte 

Wm. M. Coppridge, M.D., 1200 Broad Street, 
Durham 

Robt. H. Dovenmuehle, Duke Hospital, Durham 

Harold D. Green, M.D., Bowman Gray, Wins- 
ton-Salem 

Joseph S. Hiatt, Jr., M.D., Vice-Chairman, 208 
S. W. Broad Street, Southern Pines 

Emery T. Kraycirik, M.D., Box 1153, Burlington 

— C. Kunkle, M.D., Duke Hospital, Dur- 
am 

Daniel A. McLaurin, M.D., P.O. Box 37, Dob- 


son 

Robert L. MeMillan, M.D., Bowman Gray, 
Winston-Salem 

ae L. Persons, M.D., Duke Hospital, Dur- 
am 

Kenneth D. Weeks, M.D., 1605 W. Thomas 
Street, Rocky Mount 

4 on Constitution and By-Laws (5) 

Roscoe D. McMillan, M.D., Chairman, Box 232, 
Red Springs 

Milton S. Clark, M.D., Wachovia Bank Build- 
ing, Goldsboro 

M. D. Hill, M.D., 15 W. Hargett Street, Raleigh 

Moir §S. Martin, M.D., 314 Cherry Street, 
Mt. Airy 

Louis DeS. Shaffner, M.D., 300 S. Hawthorne 
Road, Winston-Salem 

- Committee on Credit Medical Bureaus (5) II-5 

W. Howard Wilson, M.D., Chairman, 403 Pro- 
fessional Building, Raleigh 


Fred K. Garvey, M.D., Bowman Gray, Wins- 


ton-Salem 

Moir S. Martin, M.D., 314 Cherry Street, 
Mt. Airy 

Roy B. McKnight, M.D., Hawthorne Medical 
Center, Charlotte 

Ralph J. Sykes, M.D., 205 Rawley Avenue, 
Mt. Airy 


. Committee on Credentials of Delegates to 


House of Delegates (4) III-4 

Milton S. Clark, M.D., Chairman, Wachovia 
Bank Building, Goldsboro 

T. Tilghman Herring, M.D., Wilson Clinic, 
Wilson 

James T. Littlejohn, M.D., 406 Doctors Build- 
ing, Asheville 

George A. Smedberg, M.D., 1308 Rainey Street, 
Burlington 

. Committee on Emergency Medical and Mili- 

tary Service (8) IV-1 

George W. Paschal, Jr., M.D., Chairman, 311 
Lands Building, Raleigh 

Chauncey L. Royster, M.D., Co-Chairman, 707 
W. Morgan Street, Raleigh 

M. J. Hornowski, M.D., 306 Doctors Building, 
Asheville 

J. Kingsley MacDonald, M.D., 1524 Harding 
Place, Charlotte 

Leslie M. Morris, M.D., Medical Building, Gas- 


tonia 

H. Mack Pickard, M.D., 7 N. 17th Street, 
Wilmington 

George C. Rowe, M.D., 10 S. Logan Street, 
Marion 

George A. Watson, M.D., 306 S. Gregson 
Street, Durham 


. Committee on Scientific Exhibits (4) III-5 


Everett I. Bugg, Jr., M.D., Chairman, Broad 
and Englewood, Durham 


21. 


COMMITTEES AND ORGANIZATIONS 


Raphael W. Coonrad, M.D., Co-Chairman, 
Broad and Englewood, Durham 

Harold D. Green, M.D., Bowman Gray, Wins- 
ton-Salem 

R. Beverly Raney, M.D., N. C. Memorial Hos- 
pital, Chapel Hill 


. Committee on Eye Care and Eye Bank (7) IV-2 


Horace M. Dalton, M.D., Chairman, 400 Glen- 
wood Avenue, Kinston 

Wm. Banks Anderson, M.D., Box 3802, Duke 
Hospital, Durham 

Louten R. Hedgpeth, M.D., Medical Arts Build- 
ing, Lumberton 

Edward E. Moore, M.D., 706 Flatiron Building, 
Asheville 

Richard B. Rankin, Jr., M.D., Cabarrus Hospi- 
tal, Concord 

J. David Stratton, 
Charlotte 

George T. Thornhill, M.D., 720 W. Jones Street, 
Raleigh 


M.D., 1012 Kings Drive, 


. Committee on Finance (3) I-l 


Wayne J. Benton, M.D., Chairman, 514% S. 
Eim Street, Greensboro 

Arthur L. Daughtridge, M.D., Box 111, Rocky 
Mount 

A. Hewitt Rose, Jr., M.D., 2009 Clark Avenue, 
Raleigh 


. Committee on Grievances (5) (Ist Five Past 


Presidents) VIII-0 

Joseph A. Elliott, Sr., M.D., Chairman, 1012 
Kings Drive, Charlotte 

Edward W. Schoenheit, M.D., Secretary, 46 
Haywood Street, Asheville 

Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 

James P. Rousseau, M.D., 1014 West Fifth 
Street, Winston-Salem 

Zack D. Owens, M.D., Medical Building, Eliza- 
beth City 


3 nine on Medical Golf Tournament (3) 
-6 


Wm. W. Watts, M.D., Chairman, Doctors Build- 
ing, Asheville 

Wm. A. Brewton, M.D., 5 Lake Drive, Enka 

W. Boyd Owens, M.D., Box 590, Waynesville 


Committee on Medical Society Headquarters 

Facilities (23) I-2 

Alexander Webb, Jr., M.D., Chairman, 221 
Bryan Building, Raleigh 

Graham B. Barefoot, M.D., 10th and Rankin 
Streets, Wilmington 

Newsom P. Battle, M.D., 404 Falls Road, Rocky 
Mount 

Harry L. Brockmann, M.D., 624 Quaker Lane, 
High Point 

Wm. M. Coppridge, M.D., 1200 Broad Street, 
Durham 

— S. Faison, M.D., 1012 Kings Drive, Char- 
otte 

Charles I. Harris, Jr., M.D., Martin General 
Hospital, Williamston 

Isaac E. Harris, Jr., M.D., 1200 Broad Street, 
Durham 

Frederick C. Hubbard, M.D., Box 30, North 
Wilkesboro 

Wm. A. Hoggard, Jr., M.D., 1502 Carolina 
Avenue, Elizabeth City 

Wm. P. Kavanaugh, M.D., Cooleemee 

W. Walton Kitchin, M.D., Sampson County 
Hospital, Clinton 

Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 

Ross S. McElwee, Jr., M.D., 1012 Kings Drive, 
Charlotte 

Hunter McG. Sweaney, M.D., 1200 Broad 
Street, Durham 
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Robert M. McMillan, M.D., 140 S. W. Broad 
Street, Southern Pines 
Malory A. Pittman, M.D., Wilson Clinic, Wil- 


son 
Kent Rhodes, M.D., 307 Woodburn 


James 
Road, Raleigh 

A. Hewitt Rose, Jr., M.D., 2009 Clark Avenue, 
Raleigh 

James P. Rousseau, M.D., 1014 W. Fifth 
Street, Winston-Salem 

O. Norris Smith, M.D., 1019 Professional Vil- 
lage, Greensboro 

Warner L. Wells, M.D., UNC School of Medi- 
cine, Chapel Hill 

Thad B. Wester, M.D., Medical Arts Building, 
Lumberton 

Committee on Hospital and Professional Re- 

lations and Liaison to North Carolina Hospital 

Association (9) V-1 

Theodore H. Mees, M.D., Chairman, 501 W. 
27th Street, Lumberton 

Grover C. Bolin, Jr., M.D., 423 Hancock 
Street, Smithfield 

Arthur H. London, Jr., M.D., 306 S. Gregson 
Street, Durham 

F. M. Simmons Patterson, M.D., 1402 Rhem 
Avenue, New Bern 

Wm. H. Pettus, Jr., M.D., 1012 Kings Drive, 
Charlotte 

James S. Raper, M.D., Doctors Building, Ashe- 


ville 
C. F. Siewers, M.D., 1004 Hay Street, Fayette- 


ville 

J. O. Williams, M.D., Cabarrus Memorial Hos- 
pital, Concord 

George T. Wood, Jr., M.D., 330 Locke Street, 
High Point 

Committee to Work with North Carolina In- 

dustrial Commission (6) II-6 

Thomas B. Dameron, Jr., M.D., Chairman, 309 
Hillsboro Street, Raleigh 

Wm. F. Hollister, M.D., Moore County Hospi- 
tal, Pinehurst 

James S. Mitchener, Jr., M.D., Scotland County 
Memorial Hospital, Laurinburg 

Guy L. Odom, M.D., Duke Hospital, Durham 

Malory A. Pittman, M.D., Wilson Clinic, Wil- 


son 

Charles T. Wilkinson, M.D., 205 Waite Street, 
Wake Forest 

Committee on Insurances (6) IV-3 

Joseph W. Hooper, Jr., M.D., Chairman, 410 
N. Street, Wilmington 

John C. Burwell, Jr., M.D., 101 N. Elm Street, 
Greensboro 

Frank W. Jones, M.D., Catawba Hospital, 
Newton 

Alban Papineau, M.D., Plymouth Clinic, Ply- 
mouth 

Robt. H. Brashear, Jr., N. C. Memorial Hos- 
pital, Chapel Hill 

S. Glenn Wilson, M.D., Box 158, Angier 

Committee on Legislation (11) V-2 

Hubert McN. Poteat, Jr., M.D., Chairman, 207 
S. Third Street, Smithfield 

Sam D. McPherson, Jr., M.D., McPherson Hos- 
pital, Durham 

Joseph §S. Holbrook, M.D., Davis Hospital, 
Statesville 

Lenox D. Baker, M.D., President (Ex Officio) 
Duke Hospital, Durham 

John S. Rhodes, M.D., Secretary (Ex Officio), 
700 W. Morgan Street, Raleigh 

Jesse Caldwell, Jr., M.D., Consultant, 114 W. 
Third Street, Gastonia 

H. Fleming Fuller, M.D., Consultant, Kinston 


Clinic, Kinston 


26. 


27. 
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Donald B. Koonce, M.D., Consultant, 408 N. 
llth Street, Wilmington 

Leslie M. Morris, M.D., Consultant, Medical 
Building, Gastonia 

S. F. Ravenel, M.D., Consultant, 104 E. North- 
wood Street, Greensboro 

Ben F. Royal, M.D., Consultant, 907 
Street, Morehead City 


Committee on Maternal Health (14) VI-6 


James F. Donnelly, M.D., Chairman, (8th)— 
(1960), 300 S. Hawthorne Road, Winston- 


Salem 
Glenn E. Best, M.D., (3rd)—(1960), 
Street, Clinton 
Guy H. Branaman, Jr., M.D., (6th)—(1961), 
500 St. Mary’s Street, Raleigh 
Jesse Caldwell, Jr., M.D., (7th) — (1961), 
Wa- 


Evans 


Main 


114 W. Third Street, Gastonia 

Milton §S. Clark, M.D., (4th)—(1961), 
chovia Bank Building, Goldsboro 

W. Otis Duck, M.D., (10th)—(1963), Box 387, 
Mars Hill 

Avon H. Elliot, M.D., (Ex Officio), State Board 
of Health, Raleigh 
Wm. A. Hoggard, Jr., M.D., (1st)—(1959), 
1502 Carolina Avenue, Elizabeth City 

Paul R. Kearns, M.D., (9th) — (1964), 225 
North Center Street, Statesville 

Frank R. Lock, M.D., (BG)—(1959), 300 S. 
Hawthorne Road, Winston-Salem 

Hugh A. McAllister, M.D., (5th) —(1959), Med- 
ical Arts Building, Lumberton 


Charles T. Pace, M.D., (2nd)—(1963), State 
Bank Building, Greenville 
Roy T. Parker, M.D., (Duke)—(1960), Box 


8517, Duke Hospital, Durham 

Robert A. Ross, M.D., (UNC)—(1963), N. C. 
Memorial Hospital, Chapel Hill 

Medical-Legal Committee (6) V-3 

Bennette B. Pool, M.D., Chairman, 414 Nissen 
Building, Winston-Salem 

Millard B. Bethel, M.D., 615 E. 4th Street, 


Charlotte 
Connell G. M.D., Bethel Clinic, 


June U. Gunter, M.D., Watts Hospital, Dur- 


am 
Theodore S. Raiford, M.D., 301 Doctors Build- 
ing, Asheville 
James Tidler, M.D., 1010 Grace Street, Wil- 
mington 


Garrenton, 


. Committee on Medical Care Armed Forces De- 


pendents (“MEDICARE”) (11) (plus Sub 

committee Consultants—20) II-7 

David M. Cogdell, M.D., Chairman, 911 Hay 
Street, Fayetteville 

Graham A. Barden, Jr., M.D., 414 Johnson 
Street, New Bern 

Everett I. Bugg, Jr., M.D., Broad and Engle- 
wood, Durham 

Jesse Caldwell, Jr., M.D., 114 W. Third Street, 
Gastonia 

Daniel S. Currie, Jr., M.D., 111 Bradford Ave., 
Fayetteville 

Powell G. Fox, M.D., 302 Lands Building, Ra- 


leigh 

Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 

J. a McRee, M.D., 2109 Clark Ave., Ra- 
eig 


John M. Mewborn, M.D., 108 S. Green Street, 
Farmville 

Wm. A. Peters, Jr., M.D., 206 S. Road Street, 
Elizabeth City 

Donald H. Vollmer, M.D., 403 Doctors Build- 
ing, Asheville 
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A—General Medicine 


29. 


30. 


John L. McCain, Wilson 
Clinic,, Wilson 
Milton S. Clark, M.D., Wachovia Bank Build- 
ing, Goldsboro 
Leonard E., Fields, M.D., Box 788, Chapel Hill 
Joseph M. Hitch, M.D., 415 Professional 
Building, Raleigh 
B—Radiology 
Thomas G. Thurston, M.D., Chairman, 512 
Mocksville Avenue, Salisbury 
Joe Lee Frank, Jr., M.D., Roanoke-Chowan 
Hospital, Ahoskie 
C—Surgery 
W. Walton Kitchin, M.D., Chairman, Sampson 
County Hospital, Clinton 
Howard Ausherman, M.D., 200 Haw- 
thorne Lane, Charlotte 
Fred K. Garvey, M.D., Bowman Gray, Wins- 
ton-Salem 
Wm. F. Hollister, M.D., Moore County Hos- 
pital, Pinehurst 
George R. Miller, M.D., 412 Realty Building, 
Gastonia 
Guy L. Odom, M.D., Duke Hospital, Dur- 


ham 
C. F. Siewers, M.D., 201 Churchill 
Fayetteville 
Larry Turner, M.D., 1110 W. Main Street, 
Durham 
D—Obstetrics and Gynecology 
A. Ledyard DeCamp, M.D., Chairman, 1505 
Elizabeth Avenue, Charlotte 
John C. Burwell, Jr., M.D., 101 N. Elm 
Street, Greensboro 
R. Vernon Jeter, M.D., Plymouth Clinic, Ply- 
mouth 
E—Pediatrics 
George A. Watson, M.D., Chairman, 306 S. 
Gregson Street, Durham 
Charles R. Bugg, M.D., 627 W. Jones Street, 
Raleigh 
Dan P. Boyette, Jr., M.D., 217 W. Main 
Street, Ahoskie 


Committee on Mental Health (13) VI-7 

Allyn B. Choate, M.D., Chairman, 1012 Kings 
Drive, Charlotte 

Wilmer C. Betts, Jr., M.D., 2109 Clark Ave., 
Raleigh 

E. W. Busse, M.D., Duke Hospital, Durham 

John W. Ervin, M.D., Box 132, State Hospital, 
Morganton 

John A. Fowler, M.D., 2212 Erwin Road, Dur- 


M.D., Chairman, 


Drive, 


ham 

Thomas T. Jones, M.D., 604 W. Chapel Hill 
Street, Durham 

Hans Lowenbach, M.D., Duke Hospital, Dur- 


ham 
James T. Proctor, M.D., 428 Ridgefield Road, 
Chapel Hill 
Walter A. Sikes, M.D., State Hospital, Raleigh 
Joseph B. Stevens, M.D., 1017 Professional Vil- 
lage, Greensboro 
R. Burke Suitt, M.D., VA Hospital, 
Point, Maryland 
Lloyd J. Thompson, M.D., Child Guidance 
Clinic of Forsyth County, Winston-Salem 
David A. Young, M.D., 714 St. Mary’s Street, 
Raleigh 
Committee on Necrology (3) IV-4 
Charles H. Pugh, M.D., Chairman, Box 527, 


Gastonia 
Kar! B. Pace, M.D., 412 State Bank Building, 


Greenville 
Ben F. Royal, M.D., Box 628, Morehead City 


Perry 


COMMITTEES AND ORGANIZATIONS 


32. 


33. 


34. 


35. 


31. Committee on Negotiations (3) IX-0 
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Amos N. Johnson, M.D., Chairman, Garland 
Wm. F. Hollister, M.D., Moore County Hospi- 
tal, Pinehurst 
Theodore S. Raiford, M.D., 301 Doctors Build- 
ing, Asheville 
Nominating Committee (10) VII-0 
Graham B. Barefoot, M.D., Chairman, (3rd 
Medical District), 10th and Rankin Streets, 
Wilmington 
John B. Anderson, M.D., (Tenth Medical Dis- 
trict), 215 Doctors Building, Asheville 
Millard B. Bethel, M.D., (7th Medical District), 
615 E. 4th Street, Charlotte 
Willard C. Goley, M.D., (6th Medical District), 
214 N. Marshall Street, Graham 
Wm. M. Long, M.D., (9th Medical District), 
S. Main Street, Mocksville 
Robert M. McMillan, M.D., (5th Medical Dis- 
trict), 140 S. W. Broad Street, Southern Pines 
J. C. Peele, M.D., (2nd Medical District), Kins- 
ton Clinic, Kinston 
Hubert McN. Poteat, Jr., M.D., (4th Medical 
District), 207 S. W. Third Street, Smithfield 
Wm. H. Romm, M.D., (1st Medical District), 
P.O. Box 1, Moyock 
Walter T. Tice, M.D., (8th Medical District), 
624 Quaker Lane, High Point 
Committee of Physicians on Nursing (8) IV-5 
Harry L. Brockmann, M.D., Chairman, 624 
Quaker Lane, High Point 
Robert R. Cadmus, M.D., N. C. Memorial Hos- 
pital, Chapel Hill 
Badie T. Clark, M.D., Carolina General Hospi- 
tal, Wilson 
— E. Davis, M.D., 1200 Broad Street, Dur- 
am 
— S. Martin, M.D., 314 Cherry Street, Mt. 
iry 
David T. Smith, M.D., Duke Hospital, Durham 
Vernon H. Youngblood, M.D., Route 8, Kanna- 
polis-Concord Highway, Concord 
Nursing and Nursing Education—Subcommittee 
David T. Smith, M.D., Chairman, Duke Hos- 
pital, Durham 
Nursing Careers—Subcommittee 
Mark McD. Lindsey, M.D., Chairman, Ham- 
let Hospital, Hamlet 
Improvement of the Care of the Patient—Sub- 
committee 
David T. Smith, M.D., Chairman, Duke Hos- 
pital, Durham 
Harry L. Brockmann, M..D,, 624 Quaker 
Lane, High Point 
Committee on Occupational Health (9) VI-8 
ey, L. Johnson, M.D., Chairman, Box 530, 
in 
B. as Cozart, M.D,. 1116 S. Main Street, Reids- 
ville 
Victor M. Crescenzo, M.D., 315 S. Main Street, 
Reidsville 
MacRoy Gasque, M.D., Pisgah Forest 
John M. Hall, M.D., W. Main Street, Elkin 
John E. McLain, M.D., 3916 Rugby Road, Hope 
Valley, Durham 
C. Hunter Moricle, M.D., 117 Gilmer Street, 
Reidsville 
Wm. P. Richardson, M.D., N. C. Memorial Hos- 
pital, Box 758, Chapel Hill 
Logan T. Robertson, M.D., 17 Charlotte Street, 
Asheville 
Committee on Postgraduate Medical Study (8) 


Joseph B. Stevens, M.D., Chairman, 1017 Pro- 
fessional Village, Greensboro 

David Cayer, M.D., Bowman Gray, Winston- 
Salem 
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W. Otis Duck, M.D., Box 387, Mars Hill 
Amos N. Johnson, M.D., Garland 
Wm. MeN. Nicholson, M.D., Duke Hospital, 
Durham 
Samuel L. Parker, M.D., Kinston Clinic, Kinston 
Wm. P. Richardson, M.D., N. C. Memorial 
Hospital, Chapel Hill 
Frank R. Reynolds, M.D., 1613 Dock Street, 
Wilmington 
36. Committee on Poliomyelitis (15) V-4 
Samuel F. Ravenel, M.D., Chairman, 104 E. 
Northwood Street, Greensboro 
io. M. Arena, M.D., 1410 Duke University 
ad, Durham 
Edward P. Benbow, Jr., M.D., 104 E. North- 
wood Street, Greensboro 
Millard B. Bethel, M.D., 615 E. 4th Street, 
Charlotte 
Charles R. Bugg, M.D., 627 W. Jones Street, 
Raleigh 
Sidney S. Chipman, M.D., Box 229, Chapel Hill 
Ralph B. Garrison, M.D., 222 N. Main Street, 
Hamlet 
Wm. F. Harrell, Jr., M.D., Guaranty Bank 
Building, Elizabeth City 
Richard S. Kelly, M.D., 1606 Morganton Road, 
Fayetteville 
Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 
Robert C. Pope, M.D., Wilson Clinic, Wilson 
Frank H. Richardson, M.D., Children’s Clinic, 
Black Mountain 
Wm. A. Sams, M.D., Box BB, Marshall 
Wm. G. Spencer, Jr., M.D., 301 W. End Ave., 
Wilson 
Robert F. Young, M.D., Halifax 
37. Committee on Public Relations (3) (7 District 
Consultants) V-4 
Edgar T. Beddingfield, M.D., Chairman, (4th)- 
(1959), P.O. Box 137, Stantonsburg 
Ralph B. Garrison, M.D., (5th)—(1961), 222 
N. Main Street, Hamlet 
Wm. J. Senter, M.D., (6th)—(1960), 702 W. 
Jones Street, Raleigh 
Graham A. Barden, Jr., M.D., (2nd), 414 John- 
son Street, New Bern (Consultant) 
Wm. H. Burch, M.D., (10th), Valley Clinic and 
Hospital, Bat Cave (Consultant) 
Joseph S. Holbrook, M.D., (9th), Davis Hos- 
pital, Statesville (Consultant) 
Joseph C. Howard, Jr., M.D., (3rd), Sampson 
County Hospital, Clinton (Consultant) 
Fred K. Garvey, M.D., (8th), Bowman Gray, 
Winston-Salem (Consultant) 
Walter Spaeth, M.D., (1st), 116 S. Road Street, 
Elizabeth City (Consultant) 
David G. Welton, M.D., (7th), 403 N. Tryon 
Street, Charlotte (Consulant) 
38. Committee on Physical Rehabilitation (6) V-4 


George W. Holmes, M.D., Chairman, 2240 
Cloverdale Ave., Winston-Salem 


Charles H. Ashford, M.D., 603 Pollock Street, 


New Bern 

F. P. Dale, M.D., Kinston Clinic, Kinston 

J. seees Goldner, M.D., Duke Hospital, Dur- 
am 

Arthur H. James, Jr., M.D., Box 1051, Sanford 

George H. Wadsworth, M.D., 405 Colony Ave., 
Ahoskie 

Committee on Rural Health and General Prac- 

titioner Award (12) V-5 

Hugh A. Matthews, M.D., Chairman, 44 Acad- 
emy Street, Canton 


40. 


41. 


42. 
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J. H. Cutchin, Jr., M.D., (9th), Sherrill’s Ford 

Rachel D. Davis, M.D., Consultant, 111 E. Gor- 
don Street, Kinston 

Philip E. Dewees, M.D., (10th), Box 217, Sylva 

Wm, F. Eckbert, M.D., (7th), P.O. Box 317, 
Cramerton 

Oscar Sexton Goodwin, M.D., (6th), Raleigh 
Road, Box 368, Apex 

Wm. T. Grimesley, M.D., (8th), Box 357, Guil- 
ford College 

R. Vernon Jeter, M.D., (2nd), Plymouth Clinic, 
Plymouth 

Wm. Donald Moore, M.D., (5th) Box 7, Coats 

John W. Nance, M.D., (3rd), 401 Cooper Drive, 
Clinton 

B. E. Stephenson, M.D., (4th), P.O. Box 206, 
Rich Square 

Wm. H. Romm, M.D., (1st), P.O. Box 1, Moyock 

Committee on School Health and State Coordi- 

nating Service (9) VI-11 

Charles H. Gay, M.D., Chairman, 1012 Kings 
Drive, Charlotte 7 


Clarence Lee Corbett, M.D., Broad Street, 
Dunn 

Jean Davidson Craven, M.D., 19 W. 3rd Ave., 
Lexington 


Irma C. Henderson-Smathers, M.D., 1295 Mer- 
rimon Ave., Asheville 

Wm. C. Hunter, M.D., 103 Pine Street, Wilson 

Floyd L. Knight, M.D., 103 Hillcrest Drive, 
Sanford 

Wayne S. Montgomery, M.D., Doctors Build- 
ing, Asheville 

Robert C. Pope, M.D., Wilson Clinic, Wilson 

Wm. T. Rainey, Sr., M.D., Highsmith Hospi- 
tal, Inc., Fayetteville 


Committee Advisory to Student A.M.A. Chap- 

ters in North Carolina (7) II-8 

Isaac E. Harris, Jr., M.D., Chairman, 1200 
Broad Street, Durham 

Edgar T. Beddingfield, Jr., M.D., P.O. Box 137, 
Stantonsburg 

— S. Faison, M.D., 1012 Kings Drive, Char- 
otte 

John W. Nance, M.D., Main Street, Clinton 

Charles E. Flowers, M.D., Consultant, N. C. 
Memorial Hospital, Chapel Hill 

Richard T. Myers, M.D., Consultant, 300 S. 
Hawthorne Road, Winston-Salem 

James P. Hendrix, M.D., Consultant, Duke 
Hospital, Durham 

Committee on Veterans Affairs (10) VI-12 

Samuel L. Elfmon, M.D., Chairman, 225 Green 
Street, Fayetteville 

Eben Alexander, M.D., Bowman Gray, Wins- 
ton-Salem 

Vernon L. Andrews, M.D., Box 407, Mt. Gilead 

Wilmer C. Betts, M.D., 2109 Clark Avenue, 
Raleigh 

Everett I. Bugg, Jr., M.D., Broad and Engle- 
weod, Durham 

H. Francis Forsyth, M.D., Bowman Gray, 
Winston-Salem 

John W. Foster, M.D., Veterans Administra- 
tion, Winston-Salem 

R. W. Postlethwait, M.D,. VA Hospital, Dur- 


ham 

John T. Sessions, Jr.. M.D., UNC Dept. of 
Medicine, Chapel Hill 

Charles R. Welfare, M.D., Professional Build- 
ing, Winston-Salem 


: 
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COMING MEETINGS 

Ninth Annual Winston-Salem Heart Symposium— 
Robert E. Hotel, Winston-Salem, October 3. 

National Rehabilitation Association Conference— 
George Vanderbilt Hotel, Asheville, October 13-15. 

Seventh District Medical Society — Concord, 
October 22. 

Southeastern Section, Society of Experimental 
Biology and Medicine—Bowman Gray School of 
Medicine of Wake Forest College, Winston-Salem, 
November 7 and 8. 

University of North Carolina, Second Annual 
School of Medicine Symposium: Postgraduate 
Course in Cardiovascular and Cerebrovascular Dis- 
ease—Chapel Hill, November 20 and 21. 

Second Annual Symposium on Infectious Dis- 
eases—Kansas University Medical Center, Kansas 
City, Kansas, September 19. 

Mississippi Valley Medical Society, Twenty-third 
Annual Convention— Hotel Morrison, Chicago, 
September 24-26. 

American Medical Writers’ Association, Fifteenth 
Annual Meeting—Hotel Morrison, Chicago, Septem- 
ber 26 and 27. 

Tennessee Valley Medical Assembly—Read House, 
Chattanooga, Tennessee, September 29-30. 

American College of Surgeons, Forty-fourth 
Annual Clinical Congress—-The Conrad Hilton, 
Chicago, October 6-10. 

Academy of Psychosomatic Medicine, Fifth An- 
nual Meeting—Park-Sheraton Hotel, New York 
City, October 9-11. 

American Rhinological Society, Fourth Annual 
Meeting—The Palmer House, Chicago, October 17 
and 18. 

American College of Gastroenterology, Twenty- 
third Annual Meeting—Jung Hotel, New Orleans, 
Louisiana, October 20-22, 

Second Oklahoma Colloquy on Aging: Arthritis 
and Related Disorders—University of Oklahoma, 
Oklahoma City, November 12-14. 


NEW MEMBERS OF THE STATE SOCIETY 

The following new members joined the Medical 
Society of the State of North Carolina during the 
month of July, 1958: 

Dr. Paul Andrew Walters, 542 Wilkesboro Street, 
Mocksville; Dr. James Harris Hampton, Jr., Conrad 
Street, Lewisville; Dr. Albert N. Corpening, 
Youngsville; Dr. George Wilson Brice, Jr., 231 
North Torrence Street, Charlotte 4; Dr. Rufus 
Wharton Gaul, 225 Hawthorne Lane, Charlotte 4; 
Dr. James Milton Tart, Jr., 564 A Wakefield Drive, 
Charlotte 7. 

Dr. Damon Dalton Blake, N. C. Baptist Hospital, 
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Winston-Salem; Dr. Billy Reid McLain, Troutman; 
Dr. Elmer Arthur Lodmell, 1308 Cornwallis Drive, 
Greensboro; Dr. Julian Sheppard Albergotti, Jr., 
P. O. Box 187, Derita; Dr. Thomas Henry McMillan, 
Jr., 1012 Kings Drive, Charlotte 7; Dr. Fred Neal 
Mitchell, 229 N. Torrence Street, Charlotte 4. 


NEWS NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


Dr. H. H. Bradshaw, professor of surgery, has 
been appointed by the National Institutes of 
Health as special consultant to the National Can- 
cer Institute. Also, he has recently been elected 
to the Board of Editors of Geriatrics as associate 
editor in surgery. 

Dr. R. Winston Roberts, director of the Section 
of Ophthalmology, has been named secretary of 
the Southeastern Section of the Association for Re- 
search in Ophthalmology, Inc. The organizational 
meeting will be held in Winston-Salem in the win- 
ter. The association is designed to bring together 
those doing, or interested in, research in ophthal- 
mology, and to acquaint those in the area of re- 
search in progress in the field. 

Recently received research grants include: 

“Study of florotic in the treatment of external 
otitis,” $300 from the E. R. Squibb and Sons, Dr. 
John R. Ausband, assistant professor of otolaryn- 
gology; 

“Study of the use of intermuscular pentothal,” 
$1,500 from the Abbott Laboratories, Dr. LeRoy 
Crandell, director of the Section of Anesthesiology; 

From the Forsyth Cancer Service, a sum of 
$1,069 to support the project of Dr. I. Meschan, 
professor of radiology, in irradiation chick em- 
bryos with different modalities of radiation to see 
if a method can be determined to detect effects of 
extremely small quantities of radiation and detect- 
ing differences in quality of radiation; 

“Experimental implantation of bladder cancers 
to dogs,” $1,068 from the Forsyth Cancer Service, 
Dr. William H. Boyce, associate professor of urol- 
ogy, and Dr. C. N. Edwards, instructor in urology. 

“Transplantation of human tumors in the cheek 
pouches of hamsters,” $1,296 from the Forsyth 
Cancer Service, Dr. J. H. S. Foushee, instructor in 
pathology. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Charles H. Frenzel has been named superinten- 
dent of Duke Hospital, succeeding F. Ross Porter, 
according to an announcement by Duke University 
President Hollis Edens. 

Frenzel, who has been assistant superintendent 
since 1956, now has assumed his new duties as 
chief executive of the hospital. 
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Porter, a member of the hospital staff since 1930 
and superintendent since 1949, will immediately 
devote full-time effort to the study and organiza- 
tion of a foundation for the Duke University Medi- 
cal Center. 

As assistant superintendent of Duke Hospital 
since April, 1956, Frenzel earlier served as director 
of the North Carolina Hospital Study Committee 
of the Commission on Financing Hospital Care. 
In this capacity, he directed the work of national 
field personnel in a pilot project conducted as 
part of a study of financing hospital care in the 
United States. 

Frenzel’s hospital administrative posts before 
coming to Duke were at City Memorial Hospital in 
Winston-Salem, where he was assistant director 
for a year and at Bedford County Memorial Hospi- 
tal, Bedford, Virginia, where he spent two and a 
half years as administrator. 

* * * 

Six new faculty appointments and six promotions 
in the Duke University Medical School have been 
announced by University officials. 

In the Medical School’s biochemistry department, 
Dr. Eugene A. Davidson has been appointed an 
assistant professor. Dr. Herbert A. Saltzman has 
joined the department of medicine as an associate, 
and Capt. Alexander R. Margulis (CQ) has been 
named a visiting associate in the radiology depart- 
ment. 

Two new associates in dentistry, Dr. John C. 
Kouns and Dr. Nathan R. Callaghan Jr., have 
been appointed to the surgery department staff. 
Dr. Wirt W. Smith has been appointed to the 
faculty position of associate in experimental sur- 
gery. 

Promotions in the School of Medicine are as 
follows: Dr. William G. Anlyan from assistant 
professor to associate professor of surgery; Dr. 
Wayland E. Hull from assistant professor to as- 
sociate professor of physiology; Dr. Albert J. 
Silverman from assistant professor to ‘ associate 
professor of psychiatry; Dr. Robert H. Dovenmuehle 
from associate in psychiatry to assistant professor 
of psychiatry; Owen W. Doyle from associate in 
radiology to assistant professor of radiology; and 
Dr. John M. Wallace from instructor to associate 
in medicine. 

* 

A new psychiatric ward has just been opened at 
Duke Hospital, Charles H. Frenzel, hospital super- 
intendent, announced recently. 

Marking an expansion of psychiatric in-patient 
service at Duke, the new “open ward” facilities are 
designed especially for patients who do not re- 
quire intensive care and protection. Intensive care 
is provided on Meyer Ward, the hospital’s “closed 
ward” for psychiatric treatment. 

The new facilities are located on Cabell Ward, 
which was vacated upon completion of the latest 
addition to Duke Hospital last December. Renova- 
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tion of Cabell was recently completed and similar 
work is now underway on Meyer. 

Frenzel said that 10 beds on Cabell Ward were 
opened today. Additional beds will be made avail- 
able as needed. Cabell and Meyer wards together 
can provide up to 60 beds for psychiatric patients. 


* * * 


Dr. Blaine S. Nashold, assistant professor of 
neurosurgery at the Duke University Medical 
Center and chief of the neurosurgery section at 
the Veterans Administration Hospital here, is prin- 
cipal investigator for two research projects to 
be conducted under grants made to Duke by the 
National Institutes of Health, U. S. Public Health 
Service. 

Both projects deal with brain injury studies. 


One grant of $3,984 was made for study of 
pressure changes that occur in the brain when 
injury or certain diseases cause abnormally large 
amounts of fluid to swell the brain tissues. Work- 
ing with experimental animals, Dr. Nashold will 
record normal pressures in various parts of the 
brain by electronic means and then will make com- 
parable measurements in cases of brain injury 
and simulated disease. 


Dr. Nashold’s second current project is an anato- 
mic study of what happens to certain brain cells 
related to consciousness when injury occurs. This 
work is supported by an NIH grant of $2,415. 


* * * 


Some 15 scientists who are specialists in the 
fields of aging and radiation injury attended a 
special three-day conference at Duke University 
Medical Center last month. 

Purpose of the meeting was to study the dif- 
ferences and similarities between the psychologic 
effects of normal aging and those of exposure to 
radiation. 

Meeting under sponsorship of the Atomic Energy 
Commission and the National Institutes of Health, 
the scientists discussed research studies that have 
suggested a similarity between the effects pro- 
duced by normal aging and by radiation. Dr. Ewald 
W. Busse, head of the psychiatry department at 
Duke, is chairman of the study group, which is 
one of six established last February under AEC- 
NIH auspices. 

* 

A person’s blood type may have an indirect bear- 
ing on his chances of becoming a manic-depressive. 

Research being conducted by a Duke University 
psychiatrist has shown that manic-depressive ill- 
ness, a mental disorder marked by periodic swings 
from extreme elation to rock-bottom despair, is 
found with significantly greater frequency in per- 
sons who have type “O” blood than in the popula- 
tion as a whole. 

Dr. Joseph B. Parker, Jr., associate professor of 
psychiatry at the Duke Medical Center and chief 
of the Psychiatric Service at the Veterans Adminis- 
tration Hospital in Durham, is conducting the 
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study with financial support from the National 
Institutes of Health, U. S. Public Health Service. 

Facilities for Dr. Parker’s study are being pro- 
vided by the Veterans Administration Hospital. 
The Public Health Service research grant was ad- 
ministered through Duke University. 

* * * 

Duke University has received a $20,000 grant 
from the National Science Foundation to support 
a brain research project at the University’s Medical 
Center. 

The basic research investigation, entitled “Inter- 
dependence of Amygdala and Hypothalamus,” is 
concerned with study of the relationships between 
these two parts of the brain. Dr. Talmadge L. 
Peele, associate professor of anatomy at Duke, is 
principal investigator for the project. 

* * * 

Duke University has received a grant of $18,240 
from the American Cancer Society to supnvort 
basic research studies of the hormone ACTH, or 
corticotropin. 

Dr. Frank L. Engel, professor of medicine at 
the Duke Medical Center, is principal investigator 
for the project. Effective July 1, the grant is one 
of seven worth a total of $165,814 awarded by the 
American Cancer Society during the past year to 
support Duke medical research, according to Dr. 
W. W. Shingleton, president of the Society, Durham 
County Chapter. 

Other Cancer Society grants made to Duke dur- 
ing the past year are as follows: three awards 
totaling $107,956 for studies of the possible role 
of viruses as a causative agent in cancer, with Dr. 
Joseph W. Beard as principal investigator; $13,624 
to study the metabolic control of growth, with Dr. 
William L. Byrne as principal investigator; $17,369 
for study of hematologic effects of various chem- 
icals, with Dr. R. Wayne Rundles as principal in- 
vestigator; and $8,625 to study the influence of 
hormones on fat metabolism, growth and diabetes, 
with Dr. Engel as principal investigator. 


NATIONAL NEPHROSIS FOUNDATION 
North Carolina Chapter 

The North Carolina Chapter of the National 
Nephrosis Foundation is accepting applications for 
research grants from investigators in North Caro- 
lina. Applications, which may be obtained from the 
Medical Advisory Board of the chapter, must be 
completed and sent to the Board on or before 
October 1, 1958. Thereafter applications will be 
considered every four months, the “deadlines” being 
October 1, February 1 and June 1 of each year. 

The grants will be made to support both basic 
and applied research in the field of nephrosis, 
nephritis and allied kidney disorders. They are 
designed to help investigators test new ideas, to 
provide needed equipment or to assist in established 
research programs. For the present, only applica- 
tions for less than $1000 will be considered. 

For further information and application blanks, 
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address all inquires to Jerome S. Harris, M.D., 
Chairman, Medical Advisory Board, Duke Hospital, 
Durham, North Carolina. 


SEVENTH DISTRICT MEDICAL SOCIETY 

The Seventh District Medical Society will meet 
in Concord on October 22. Speakers for the after- 
noon session will be Dr. Ivan L. Bennett, Jr., of 
Johns Hopkins University and Dr. Jules Hirsch of 
the Rockefeller Institute. Dr. Ralph F. Bowers, 
chief surgeon of the Veterans Hospital, Memphis, 
Tennessee, will speak in the evening. 

President Lenox D. Baker and Executive Secre- 
tasy Janes ‘lt. Barnes of the State Society are 
expected to be present. 


EDGECOMBE-NASH MEDICAL SOCIETY 

The Nash-Edgecombe Medical Society held its 
regular monthly meeting in Rocky Mount on Aug- 
ust 13. Dr. A. W. Hedgepeth, program chairman, 
presented Dr. William Peete of the Department of 
Surgery, Duke University School of Medicine, who 
discussed cases illustrating interesting points in 
therapeutics. 


NEWS NOTES 

Dr. George W. Holmes has announced the asso- 
ciation of Dr. James E. Robinson in the practice 
of orthopaedic and traumatic surgery at 206 Pro- 
fessional Building, Winston-Salem. 

Dr. John H. Monroe has announced the new 
location of his office for the continued practice of 
obstetrics and gynecology at Spotswood Apart- 
ments, 415 North Spring Street, Winston-Salem. 

* * 

The Southern Medical Association has _ issued 
invitations to attend the formal opening of its new 
headquarters office building at 2601 Highland 
Avenue, Birmingham, Alabama, on Sunday, Sep- 
tember 7, from 2 to 5 p.m. 


SOUTHERN REGIONAL EDUCATION BOARD 

State legislators from 16 Southern states will 
gather in Charleston, South Carolina, on August 
21-23 for a three-day work conference on “Financ- 
ing Higher Education,” sponsored by the Southern 
Regional Education Board. 

Dr. Robert C. Anderson, director of SREB, 
pointed out that this would be the seventh such 
annual conference, and the first to be held in South 
Carolina. 

Governor Luther H. Hodges of North Carolina, 
chairman of SREB, will address the work con- 
ference on its opening day. 

Other highlights of the three-day session will 
be a keynote address on “The South’s Future 
Economy and Its Implications for Higher Educa- 
tion,” by Dr. Harold Clark, educational economist 
from Columbia University; an open legislative hear- 
ing during which a legislative committee will quiz 
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several educators on higher education needs and 
financing; and a closing address by Governor James 
P. Coleman of Mississippi. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 

The twenty-third annual meeting of the Missis- 
sippi Valley Medical Society will be held at the 
Hotel Morrison, Chicago, September 24, 25, 26 
under the presidency of Dr. Joseph C. Edwards 
of Wa hington University School of Medicine, St. 
Louis. 

All ethical physicians are cordially invited and 
urged to attend, the entire program being geared 
to especially appeal to tho.e in general practice. 

The fifteenth annual meeting of the American 
Medical Writer,’ Association will be held in the 
same hotel on September 26, 27. A complete pro- 
gram of either or both meetings may be obtained 
from Harold Swanberg, M.D., Secretary, W. C. U. 
Building, Quincy, Illinois. - 

Dr. Ethan Allan, Brown,.M:R.C.P., L.R.C.P., of 
Boston, editor, Annals of;Allergy and past presi- 
dent of the American College of Allergists, Aca- 
demy of Psychosomatic Medicine and Academy of 
Tuberculosis Physicians, has been declared winner 
of the 1958 Mississippi Valley Medical Socicty 
Essay Contest for his paper, “A Program for the 
Treatment of Subacute Bronchial Asthma.” Dr. 
Brown will present his paper at the annual meet- 
ing of the Mississippi Valley Medical Society to 
be held in Chicago, September 24-26. 


OKLAHOMA COLLOQUY ON AGING 

The Second Oklahoma Colloquy on Advances in 
Medicine will be held on November 12, 13, 14 and 
15. It will be devoted to Arthritis and Related Dis- 
orders and is under the joint sponsorship of the 
Department of Medicine, University of Oklahom;, 
the Division of Postgraduate Education, Geigy 
Pharmaceuticals, Wyeth Laboratories, The Upjohn 
Company, Pfizer Laboratories, and Schering Cor- 
poration. 

Registration will be open to all physicians. 
Further information may be obtained by writing 
to the Division of Postgraduate Education, Uni- 
versity of Oklahoma School of Medicine, Oklahoma 
City, Oklahoma. 


SOUTHEASTERN SURGICAL CONGRESS PRIZE 

The Southeastern Surgical Congress has an- 
nounced its annual Scientific Paper Award for 
1959. The best unpublished contribution on surgery 
or allied subjects will be awarded $100 and expense; 
for the author to attend its next annual meeting in 
Miami Beach, Florida. The second place winner 
will receive $50 cash and the third place winner 
will receive $25 cash. 

The contest is open to residents in A.MA. apn- 
proved residences in the states of Alabama, District 
of Columbia, Florida, Georgia, Kentucky, Louisiana, 
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Maryland, Mis.issippi, Nor'h Csrolina, South Caro- 
lina, Tennessee, Virginia, and West Virginia. Three 
copies of the paper should be sent before December 
1, 1958, to the councilor of the state in which the 
resident is living. The Councilo:’; name and address 
may be obtained by writing to the home office of 
the Southeastern Surgical Congress at 1022 Hurt 
Building, Atlanta 3, Georgia. 

The winner will present hi; paper before the 
Congress Assembly in Miami Beach, Florida, March 
9-12, 1959. 

The Southeastern Surgical Congress reserve the 
right to submit the paper to the Editorial Board 
of its publication, The American Surgeon, for pub- 
lication. If the Editorial Board rejects the 
paper, the author is then free to seek publication 
elsewhere. All manuscripts must be typewritten 
in a form suitable for submission for publication. 


AMERICAN COLLEGE OF GASTROENTEROLOGY 

The twenty-third annual convention of the Amer- 
ican College of Gastroenterology will be held at the 
Jung Hotel in New Orleans, Louisiana, on October 
20, 21, 22. 

On October 23, 24 and 25, immediately following 
the Convention, Dr. Owen H. Wangensteen of 
Minneapolis, Minnesota and Dr. I Snapper of Brook- 
lyn, New York, will again be the moderators of 
the annual course in postgraduate gastroenterol- 
ogy. The sessions will be held at the Jung Hotel 
and in the Auditorium of the Louisiana State Uni- 
versity School of Medicine. Attendance at the 
Course will be limited to those who have registered 
in advance. 

As a part of this year’s sessions, a one-day re- 
gional meeting will be held at the University Hos- 
pital in Mexico City on October 27, and members 
of the College from that city will present papers. 

Copies of the program and further information 
concerning the postgraduate course and Mexico 
regional meeting may be obtained by writing to: 
American College of Gastroenterology, 33 West 
60th Street, New York 23, New York. 


AMERICAN COLLEGE OF SURGEONS 

The forty-fourth annual Clinical Congress of the 
American College of Surgeons will be held in 
Chicago, October 6-10. Headquarters will be The 
Conrad Hilton. 

More than 10,000 surgeons, physicians, students 
and related medical personnel will attend this 
largest meeting of surgeons in the world to keep 
informed on progress in surgery through postgrad- 
uated courses, research forums, panel discussions, 
closed-circuit operation telecasts, medical motion 
pictures, cine clinics, and exhibits. 

Major addresses will be made by Dr. Newell W. 
Philpott, Montreal, incoming president of the col- 
lege, Dr. George J. Curry, Flint, Michigan, author- 
ity on care of the injured, and Dr. Gunnar Thorsen, 
Stockholm, Sweden, distinguished surgeon and 
writer in the field of essential body fluids. 
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On the final evening, October 10, more than 1,100 
Initiates will be presented for fellowship in the 
college, honorary fellowships conferred, and of- 
ficers inaugurated. 

Continuing the medical student education pro- 
gram launched by the Board of Regents two years 
ago, 37 medical students will attend this Congress 
as guests of the college. Students are selected by 
vote of their classmates and medical colleges send- 
ing representatives to the congress are rotated 
each year. 


NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 


September 1 and December 1 are the current 
deadlines for applications to the National Founda- 
tion for postdoctoral fellowships in research and 
academic medicine or in the clinical fields of reha- 
bilitation, orthopedics, and preventive medicine. 
Applications for fellowships in the medical asso- 
ciate field of physical therapy teaching and occu- 
pational therapy teaching should also be filed by 
these dates. A spring date of March 1 is also pro- 
vided. 

Financial support of the fellow varies according 
to his previous education, his professional ex- 
perience, marital status, and number of depend- 
ents. Compensation to the institution is arranged 
according to the program undertaken. For a full 
academic program, tuition and fees are allowed; 
for other programs, a sum not to exceed $1,250.00 
per year (includes tuition) is provided. 

For further information write to: Division of 
Professional Education, National Foundation for 
Infantile Paralysis, 301 East 42nd Street, New 
York 17, New York. 


AMERICAN RHINOLOGIC SOCIETY 

The American Rhinologic Society will hold its 
fourth annual meeting in the Palmer House, Chi- 
cago, October 17-18. 

Among the topics to be discussed will be pul- 
monary and nasal physiology, laboratory and clin- 
ical aspects of bone transplants, hump removal, 
roof repair, and nasal process corrections. 

Dr. Russell I. Williams of Cheyenne, president of 
the society, will preside. Dr. Guy L. Boyden, pro- 
fessor of otolaryngology, University of Oregon 
Medical School, Portland, will be the guest of 
honor. 

For further information, write to Dr. Robert M. 
Hansen, secretary of the society, 1735 North 
Wheeler Avenue, Portland 17, Oregon. 


INTERNATIONAL COLLEGE OF SURGEONS 

The second anniversary of the formation of 
World Federations of Surgeons on a continental 
basis within the structure of the International Col- 
lege of Surgeons will be observed in Chicago, Fri- 
day, September 19. 

At that time, the International College of Sur- 
geons will also hold its biennial installation of in- 
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ternational officers and officers of the United States 
and Canadian Sections of the College. The cere- 
monies will take place at a dinner in the Palmer 
House. The Honorable Benjamin A. Cohen, Am- 
bassador, Under-Secretary, United Nations, New 
York, will be the principal speaker, covering the 
role of the medical and surgical profession in 
cementing international relationships. 

Dr. Henry W. Meyerding of Rochester, Minnea- 
polis, will be installed as president of the parent 
organization, succeeding Dr. Carlos Gama of Sao 
Paulo, Brazil. Dr. Edward L. Compere of Chicago 
will become president of the United States Sec- 
tion, succeeding Dr. Curtice Rosser of Dallas. 

Dr. Raymond W. McNealy of Chicago will be 
the banquet chairman and Dr. Morris Fishbein of 
Chicago will be the toastmaster. 

Further information may be had by writing to 
International College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois, U.S.A. 


AMERICAN UROLOGICAL ASSOCIATION 

The American Urological Association offers an 
annual award of $1,000 (first prize of $500, second 
prize $300, and third prize $200) for essays on the 
result of some clinical or laboratory research in 
urology. Competition is limited to urologists who 
have been graduated not more than 10 years, and 
to hospital interns and residents doing research 
work in urology. 

The first prize essay will appear on the program 
of the forthcoming meeting of the American Urol- 
ogical Association, to be held at the Chalfonte- 
Haddon Hall, Atlantic City, New Jersey, April 20- 
23, 1959. 

For full particulars write the Executive Secre- 
tary, William P. Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays must be in 
his hands before December 1, 1958. 


INSTITUTE OF LIFE INSURANCE 

The Life Insurance Medical Research Fund has 
given 81 awards totalling $1,098,680 in support of 
heart research during the coming year. Fifty- 
seven of the awards are in the form of grants to 
research institutions—medical schools, universities 
and hospitals—for specified projects in basic heart 
research. These institutions are located in 18 
states, the District of Columbia, Puerto Rico, four 
Canadian provinces and The Netherlands. 

Two of these grants went to Duke University 
and one to the University of North Carolina. 


DEPARTMENT OF THE ARMY 

A new polyvalent influenza vaccine giving pro- 
tection against Asian, Swin, A, A-prime, and B 
strains of the disease will be administered dur- 
ing October 1958 to all U. S. Army personnel on 
active duty, the Army Surgeon General’s Office 
announced recently. 

Vaccination on a voluntary basis will be offered 
in oversea areas to those dependents of U. S. 
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military personnel and those civilian employees of 
the military services and their dependents for 
whom Army medical facilities have logistic respon- 
sibility. 

The new vaccine will be given as a single 1.0 
ec. subcutaneous injection to service men and to 
all others aged 13 and over. 


Children aged 6 through 12 may be given two 
subcutaneous doses of 0.5 cc. each at an interval 
of one week. Vaccination of children younger than 
six years is not usually recommended as a routine 
procedure, though if vaccination is indicated, chil- 
dren aged 3 months through 5 years may be given 
two 0.1 ce. doses intradermally one week apart. 


U. S. DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


A technique for evaluating the effects of heart- 
valve surgery while an operation is in progress 
has been developed by a team of surgeons and 
cardiologists at the Public Health Service’s Na- 
tional Heart Institute in Bethesda, Maryland. 

With this technique, direct measurements are 
made of the heart’s output of blood and of dif- 
ferences in pressure on each side of abnormally 
narrowed, or “stenosed,” valve openings just be- 
fore and after these openings are surgically en- 
larged. 

The new technique allows a more precise and 
immediate evaluation of the results of heart: valve 
surgery than has previously been possible with 
conventional techniques, by which pressures and 
output of blood are measured before and after 
an operation but not during it. 
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VETERANS ADMINISTRATION 

Effectiveness of different kinds of surgery for 
stomach and intestinal ulcers will be studied im- 
mediately in 11 Veterans Administration hospitals 
throughout the country. Dr. Lyndon E. Lee, VA 
coordinator for research in surgery, in Washington, 
D. C., announced that the study will be under 
chairmanship of Dr. R. W. Postlethwait of the 
Durham, North Carolina, VA hospital. 

“The survey should show which operations are 
applied to which patients with what results,” Dr. 
Lee said. “When these findings are available, we 
will try to develop information revealing which 
operations promise the greatest benefit to individual 
patients under certain sets of circumstances.” 

Consultants for the project are Dr. Isidor Ravdin, 
who is John Rhea Barton professor and chairman 
of the department of surgery at the University of 
Pennsylvania, and Dr. Lester Dragstedt, director 
of the department of surgery of the University of 
Chicago. 

~ * 

Half of the nearly 2,000 war-blinded veterans 
of the Korean conflict and World War II hold jobs, 
even though many have other physical handicaps, 
a Veterans Administration study released today 
indicates. 

This first comprehensive study of rehabilitation 
of the war-blinded by the VA shows most of the 
nation’s war veterans without useful sight have 
rebuilt their lives. 

The volume contains much detailed information 
never before available to those who deal with the 
blind. It is available from the Superintendent of 
Documents, U. S. Government Printing Office, 
Washington 25, D. C., at a price of $1.50 per copy. 
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BOOK REVIEWS 


Soldier In White; The Life of General 
Miller Sternberg. By John M. Gibson, 
Librarian, N. C. State Board of Health. 
277 pages. Price, $6.75. Durham, North 
Carolina: Duke University Press, 1958. 


This biography of Genera] Sternberg is a worthy 
companion to Mr. Gibson’s life of Gorgas, “Physi- 
cian to the World,” which was also published 
by the Duke Press, in 1950. Indeed, the two men 
had so many similar traits, and their careers were 
so much alike, that it is easy to understand that 
Mr. Gibson became interested in General Stern- 
berg while working on his life of Gorgas. Both 
men entered the U. S. Army Medical Corps soon 
after graduating from medical school; each served 
as Surgeon General of the U. S. Public Health 
Service; and each contributed largely to the con- 
quest of yellow fever, both men were devoted hus- 
bands, and both possessed the finest qualities of 
character. 

As with Gorgas, Mr. Gibson has drawn a splen- 
did pen picture of Sternberg—one that leaves the 
reader with the impression that he would like to 
have known him personally. The book can be 
heartily recommended as a notable contribution 
to medical history. 


Atrial Arrhythmias, Digitalis and 
Potassium. By Bernard Lown, M.D., and 
Harold D. Levine, M.D. 222 pages. Price, 
$6.90. New York: Lands Berger Medi- 
cal Books, Inc. 


The confluence of the electrocardiograph, the 
artificial kidney, and the flame photometer has 
brought the delineation of cardiac arrhythmias to 
a state of knowledge undreamt of. The authors of 
this book have been among the leaders in such 
studies, and it is indeed fitting that they have 
collected their work in such a handy volume. For 
this is a most appropriately sized book, being the 
approximate width of The Readers Digest and % 
inch longer. This is a happy coincidence because 
it should be read by any physician who has used 
digitalis or who intends to use it. Despite the fact 
that the authors suffer considerably from repeti- 
tion compulsion in presenting their evidence, taken 
in small doses this book can be assimilated to the 
benefit of both physician and patient. Its size 
makes it a worthy substitute for The Readers Digest 
and that periodical’s usual place in the home. In 
this way the physician can read the book without 
interruption within a few weeks. 

The most important point made by the authors 
is the significance of measures which deplete body 
potassium, thereby aggravating pre-existing myo- 
cardial disease. With attention now focusing more 
and more toward the extracardiac regulation of 
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congestive heart failure, the physician must be 
more careful than ever before in ordering drugs. 
Chlorothiazide, the mercurial diuretics, the carbonic 
anhydrase inhibitors, and adrenal steroids may 
all induce potassium depletion and so aggravate 
pre-existing disease. In addition work is well along 
in the synthesis of specific synthetic antagonists 
to aldosterone, the sodium retaining hormone of 
the adrenal cortex, which contributes significantly 
to fluid retention in a variety of conditions. With 
this in mind, let it again be said that any physician 
who has used digitalis or who intends to use it 
should have a more than passing familiarity with 
this handy volume. 


Animal Disease and Human Health. Edited 
by Otto V. St. Whitelock. Annals of the 
New York Academy of Sciences, 1958, 
volume 70, pp. 277-762. 


This monograph reports the proceedings of the 
New York Academy of Science Conference on the 
zoonoses, the catagory of diseases of lower animals 
transmissible to man. The more common of the 
zoonoses such as brucellosis, psittacosis, rabies, 
leptospirosis, toxoplasmosis, and cat-scratch fever 
have been discussed in detail. 

It is reported in this monograph that of the 
more than two hundred communicable diseases of 
animals, about half are known to be transmissible 
from animal to man. There are more than one 
hundred parasites that affect both man and animals. 

The reader is impressed with the magnitude of 
interrelationships between animal and human 
health. The conference also makes clear that there 
can no longer be separate and distinct catagories 
of animal as opposed to human disease. The con- 
sensus of those participating in the conference 
seems to be that there is great need for a well 
integrated, multidisciplinary team approach for 
the future study of the zoonoses. 


The Month in Washington 


For the first time since the idea was pro- 
posed more than seven years ago by Presi- 
dent Truman and Oscar Ewing, legislation 
to tack a hospital and medical service pro- 
gram onto social security has received a 
thorough airing before a Congressional 
committee. 

For 11 days the House Ways and Means 
Committee listened to testimony on this 
and other suggested changes in the law. 
The hospitalization plan—now identified as 
the Forand bill, for its sponsor, Represen- 
tative Aime J. Forand (D., R.I.)—was by 
far the most controversial issue. It came up 
repeatedly and each time was the signal for 
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either sharp questions or praise from Mr. 
Forand, depending on which the particular 
witness thought about the bill. 


At the end of the hearings, it appeared 
that a majority of the committee was not 
inclined to press for enactment of the For- 
and bill, although there remained the possi- 
bility of a change in sentiment. At present, 
the prospect is that a bill may be enacted 
to raise both social security and old-age 
assistance payments, with a $600 increase 
in the amount of taxable salary or self-em- 
ployment income to meet the extra OASI 
cost; public assistance payments came out 
of general revenue. 

What did the Forand hearings produce? 

For one thing, the proponents and op- 
ponents lined up in columns to be identified. 
The one important exception was the Amer- 
ican Hospital Association. The A.M.A. spe- 
cifically opposed the Forand bill “at this 
time,” but left itself room for maneuvering. 

The hospital witness, Ray Amberg, pres- 
ident-elect of A.H.A., and Dr. James P. 
Dixon, chairman of its committee to study 
health needs of the aged, said their conclu- 
sion was that federal help of some sort was 
needed to finance the health care of the 
aged, and that the social security approach 
might be the ultimate decision. 

However, for the present the hospital 
spokesmen proposed that the Ways and 
Means Committee set up a special advisory 
committee—health personnel and others— 
to bring together all information on the 
health problems of the aged, study the data, 
and make recommendations to the commit- 
tee before January 1, 1960. 

American Medical Association led the 
parade of opponents of the Forand bill, and 
its witnesses, Drs. Leonard Larson, a trus- 
tee, and Frank Krusen of the Mayo clinic, 
were subjected to close but not unfriendly 
questioning by Mr. Forand. 

At one point Dr. Larson, the new chair- 
man of the A.M.A. Board of Trustees, told 
Mr. Forand: “As chairman, I shall devote 
all my energies to solving this problem and 
other problems of medical care plans in 
general. This is my primary interest. I rise 
or fall on what happens in this field.” 

Lined up with the A.M.A. in opposing the 
Forand plan (in addition to the A.H.A.) are 
the American Dental Association, Blue 
Shield, the insurance industry in general, 
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the U. S. Chamber of Commerce, and a 
number of other business and professional 
groups. 


Iu Memoriam 


Mahlon Wingate DeLoatch, M.D. 


Mahlon Wingate DeLoatch was born in Northamp- 
ton County, North Carolina, November 9, 1901, the 
son of John Littleberry DeLoatch and his wife, 
Sarah Elizabeth Sykes DeLoatch. He died at Tar- 
boro, North Carolina, April 12, 1958, of coronary 
disease of about seven years’ duration. 

He attended public school at Severa, North Caro- 
lina, and received his A.B. degree from Wake Forest 
College in 1926. He received his Doctor of Medicine 
degree from the Medical College of Virginia in 
1928. He interned at Norfolk General Hospital 
from July, 1928, through June, 1929. Upon comple- 
tion of his internship, he became associated with 
the late Dr. Ben Nicholson of Enfield, North Caro- 
lina, where he remained through October 1929. 
He became associated with the Tarboro Clinic 
November 1, 1929, and soon thereafter became a 
member of the staff of Edgecombe General Hospi- 
tal. 

He was married June 28, 1930, to Elizabeth B. 
Hales of Norfolk, Virginia. There were two child- 
ren born of this union—Mahlon Wingate, Jr., and 
Elizabeth Hales. Mrs. DeLoatch and the two child- 
ren survive him. 

He was a member of Old Zeta Chi Medical 
Fraternity. He was a member of Edgecombe-Nash 
Medical Society, the Fourth District Medical Society, 
the Medical Society of the State of North Carolina, 
and the American Medical Association at the time 
of his death. Early in life he was a member of the 
First Baptist Church of Severa, North Carolina, 
and after his removal to Tarboro he became a 
member of the First Baptist Church of Tarboro, 
where he was serving as deacon when he died. 

As a man he was always well poised. He was 
even-tempered and jovial at all times. He never 
showed irritation or hurry. He had a great host of 
friends. If he knew of any enemies that he had, he 
was never heard to make a caustic remark about 
them. I never heard him speak ill of anyone and 
have never seen him when he showed evidence of 
weariness. He liked the general practice of medicine 
and was particularly fond of obstetrics. He was a 
tireless worker. He was successful in his business 
ventures. He provided well for his family. He was 
a good citizen, always standing for what he thought 
was best for his community. 

In the practice of medicine he deserved a rating 
of excellent. We will not find one who is superior, 
and his equals will be few. 

John L. Whaley, M.D. 
J. G. Raby, M. D. 


i 
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when psychic 


symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 


In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 


Dartal promotes emotional balance 


Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 


Dartal is unusually safe 


At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 


Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 


for the management of both major and 
minor emotional disturbances 


dihydrochloride brand of thiopropazate dihydrochloride 


SEARLE 
*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. 


CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000, 


Divrit is a trademark of Merck & Co., fac 


©1958 Merck & Co., Inc; 


MERCK SHARP & DOHME bivision of MERCK & CO., Inc., Philadelphia 1, Pa Pp 


excellent 


with 
reduction edema, 
weight, blood pressure, 
and 


ANY INDICATION FOR DIURESIS 1S AN INDICATION FOR JoE\\ DIURIL 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC, 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


Triaminic brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.id. because of the 
special timed-release design. 


first—3 to 4 hours of relief 
m the outer layer 


then—g to 4 more hours of relief 
rom the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 50 mg. 
Pheniramine maleate 25 mg. 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or % Triaminic Juvelet. 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


Triaminic: 


SMITH-DORSEY «a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 


| 
and other hay fever symptom: 
| 
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Low 
Dosag 


Sulfamethoxypyridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 


mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 


by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. . 


references : 
1 Sete, ES. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 


2. Editorial: New England J. Med. 258 :48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York => 
*Reg. U.S. Pat, Off. 
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Faster rehabilitation in 


Joint Inflammation and muscle spasm 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simuitaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirheu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
Invoivement, yet often leads to a reduction of 
steroid dosage because of its muscle-relaxant 
action. When involvement is only moderately 
severe or miid, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets In 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-5—5.Omg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (botties of 30). 


Because muscles move joints, 
both muscle spasm and joint 
intlammation must be 
considered in treating the 
rheumatic-arthritic patient 


MERCK SHARP & DOHME bivision of MERCK & CO., INC., Philadelphia 1, Pa: mQo 
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Rheumatoid Arthritis 


Multiple compressed tablets 


MEPROLONE Is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation. oy 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE js a trade-mark of Merck & Co., Inc. 


THE FIRST MEPROBAMATE-PREONISOLONE THERAPY i 
\ 
Pon 
4“ 
j 
\ 
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Alseroxylon less toxic than reserpine 


..alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 
Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alseroxylon, a Compound Con- 


taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 


just two tablets 


at bedtime 


Rauwiloid® 
(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


When more potent drugs arc needed, prescribe a 
Rauwiloid® + Veriloid® 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initia! dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethonium 
alseroxyion | mg. and hexamethonium chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form. 


i Riker 
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a more 
effective 
nasal decongestant 


TABLETS 


TDC (TIMED DISINTEGRATION CAPSULES) 


prompt, 

more complete, 
day-and-night relief in the 
common cold 

nasal allergies 

sinusitis 


PAGE 805 


Sample and literature from .. . 


Realistic dosage of the potent vasoconstrictor, 
phenylephrine hydrochloride, combined with the 
dependable antihistamine, pyrilamine maleate... 
for mutually enhancing, oral efficacy in 

clearing stuffy nose, combatting allergic turgidity, 
draining clogged sinuses, relieving postnasal drip. 


patients breathe easier, 
feel so much more comfortable 


in m 
NADEC provides each tablet | each TDC* 


Phenylephrine HCI U.S.P. 10 mg. 15 mg. 


Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 


*Timed Disintegration Capsule affords up to 8 hours relief. 


DOSAGE: | to 2 tablets p.c. Children | tablet, p.c. 
or | capsule b.i.d., 12 hours apart (adults) 


SUPPLIED: Bottles of 100 green tablets or orange 
T.D. Capsules 


THE TILDEN COMPANY ©: NewLebanon,N. Y. 
Oldest Manufacturing Pharmaceutical House in America + Founded 1824 


as 
— an 
- 
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AVacation from Hay Fever 


is a Real Vacation 
ANYWHERE - ANYTIME 


Just a “poof” of fine NTZ spray 


brings relief 1n sECONDS, FOR HOURS 


NIZ provides day and night relief 
from stuffy, sneezing, running noses 
and watery eyes. 


NIZ isa potentiated, balanced ® 
combination of these well known 
synergistic compounds: Pei 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor Z NASAL SPRAY 


and decongestant. 
Thenfadil® HCl, 0.1% Supplied in leakproof,~*.». 
— potent topical pocket size 
antihistaminic. squeeze bottles of 20 cc. 


Zephiran® Cl, 1:5000 
— antibacterial wetting 
agent and preservative. 
(|) LABORATORIES 
New York 18, N, ¥. 


NTZ, Neo-Synephrine (brand of phenylephrine) , Thenfadil 
(brand of thenyldiamine), and Zephiran (brand of benzalkonium, 
as chloride, refined), trademarks reg. U.S. Pat. Off. 
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Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 
subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 


The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Louten R. Hedgpeth, Jr. John Carson 


QQ 


108 East Northwood Street 
Across Street from Cone Hospital 


GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 


SSS 
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USE 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 


: Uy ee Y 
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with “BUFFERIN' 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.*) 
No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 
Each sodium-free Burrertn tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERO 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 


G-E molded cassettes cost less— 
last far longer! 


Molded-rubber frame cushions jolts, keeps front and back of 
cassette in true alignment. Built-in glass-fiber pad gently squeezes 
screens and film for uniform contact always. “Slide-easy” latches 
release at light finger pressure, resist accidental opening. Molded- 
rubber seal prevents entry of light. Exclusive rubber hinge — 
thoroughly proved in ¥2-million flexings that left it Seaeee as 
firmly as at time of manufacture! 


PRICES: 5x7—$14.00 842—$16.50 8x10—$18.00 11x14—$23.25 
7x17—$23.50  10x12—$20.00 14x17—$25.25 


Your one-stop direct source for the 


FINEST IN X- RAY 
apparatus... service... supplies 


DIRECT FACTORY BRANCH WILSON 
CHARLOTTE A. L. HARVEY 
1140 Elizabeth Ave. ¢ FR 6-1531 1501 Branch St. © Phone 2960 
RESIDENT REPRESENTATIVES 
DURHAM 


R, E. CONNELLY, JR. N. E, BOLICK 
2622 Charlotte Street © Phone: 8-2719 1218 Miller St. © Phone 4-5864 


WINSTON-SALEM 


: 
release from pain 
‘ > 
4 ae 
ey 
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1§ the SYMBOL OF ASSURANCE OF ETHICAL 
public relations minded handling of your accounts 
receivable and collection problems. 


IS the EMBLEM of sound experience in SERVICE 
to the professional offices. 


1S the MARK of a complete PROFESSIONAL 


accounts receivable service. 


Doctor 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL-DENTAL CREDIT BUREAU 


514 Nissen Building 
P. O. Box 3136 
Winston-Salem, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 
715 Odd Fellows Building 

Raleigh, N. C. 

MEDICAL-DENTAL CREDIT BUREAU 
513 Security Bank Building 

High Point, N. C. 

MEDICAL-DENTAL CREDIT BUREAU 
A division of Carolina Business Services 
Room 10 Masonic Temple Building 


P. O. Box 924 
Wilmington, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 


212 West Gaston Street 
Greensboro, N. C. 


MEDICAL-DENTAL CREDIT BUREAU 


220 East 5th Street 
Lumberton, N. C. 


MEDICAL-DENTAL CREDIT BUREAU, INC. 
225 Hawthorne Lane 

Hawthorne Medical Center 

Charlotte, N. C. 


THE MEDICAL-DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Carolina 


“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


No. 880, PMB-200 
bottles of 60 and 500. 


Also available as 
No. 881, PMB-400 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate bottles be 60 and 500. 
in each tablet). 
AYERST LABORATORIES ° New York 16, New York ° Montreal, Canada 
**Premarin®"’ conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720 $830 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
Suburb of Atlanta 


Jas. N. BRAWNER, JR., M.D. ALBERT F.. BRAWNER, M.D. 
Medical Director Associate Director 
For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


Member 
Geroraia HospITaL ASSOCIATION, AMERICAN HosPITAL ASSOCIATION 
NATIONAL ASSOCIATION OF PRIVATE PsycHIATRIC HOSPITALS 


P.O. Box 218 HEmlock 5-4486 


HIGHLAND HOSPITAL, INC. 
Founded In 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering mo'ern «iagnostic and treatment procedures---insulin, electrosheck, ps)- 
chotherapy, occupational and recreational therapy--fur rervous and mental «disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Ranye of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring non- 
resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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 Out-Patient Clinic 
THE | And Hospital For Rehabilitation Of 


INSTITUTE 4 


447 W. Washington S#. R. H. Dovenmuehle, MD: Consultant in Psychiatry 


GREENSBORO, in-patients are accepted in state of acute 
NORTH CAROLINA alcoholism. No waiting period required. 


Registered by American Medical Association 


Staf; PAUL V. ANDERSON, M.D., President 


A private psychiatric hospital em- 
REX BLANKINSHIP, M.D., Medical Director 


ploying modern diagnostic and treat- 
ment procedures—electro shock, in- Medical Director 

sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 

and recreational therapy—for nervous 
and mental disorders and problems of Paychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


The FOR 


Th EXCEPTIONAL 
ompson CHILDREN 


Homestead Year-round private 
home and school for 
School infants, children and 
adults on pleasant 
250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BAscom THOMPSON, Principal 


FREE UNION VIRGINIA 
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BONADOXIN’ 


STOPS MORNING SICKNESS...BUT 


---1T DOESN’T STOP THE PATIENT 


BONADOXIN brings relief to 88.1% 

of patients ...often within a few hours.'.2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[is] 


++.and for a nutritional buildup Is she blue at breakfast? Prescribe 
plus freedom from leg cramps* BONADOXIN. Usually just one tablet at 
bedtime stops nausea and vomiting 


STORCAVITE’ of pregnancy... 


phosphate-free calcium, 10 essential and just one supplies the 

vitamins, 8 important minerals. of 

Icium-phosphorus imbalance — 

= MECLIZINE HCI.........- 25 mg. 
PYRIDOXINE HCI........ 50 mg. 


NEW YORK 17, NEW YORK Bottles of 25 and 100. 

Division, Chas. Pfizer & Co., inc. References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.: 
Minnesota Med. 40:99 (Feb.) 1957. 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conv**~eence, drug 


sad aleohol habituation. 
Insulin Coma, Electrushock and Psychotherapy are emp!oyed. The Institution is equipped with com, _.< laborator, 


faciities incluling electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. RAY GRIFFIN, JR., M.D. MARK A. GRIFFIN, Sr., M.D. 
RoBerT A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


STAFF 
James P. King, M.D., Director 


James K. Morrow, M.D. Daniel D. Chiles, M.D. 
Thomas E. Painter, M.D. James L. Chitwood, M.D. 


Clara K. Dickinson, M.D. Medical Consultant 


Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 
Artie L. Sturgeon, Ph. D. 
AFFILIATED CLINICS 
Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207Y2 McCreery St. 


David M. Wayne, M.D. Beckley, W. Va. 
W. E. Wilkinson, M.D. 
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Posture saws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it per- 
mits proper relaxa- 
tion of musculatory 
system and limbs. 
Exclusive “‘live-ac- 
tion” coils support 
curved, fleshy con- 
tours of the body, 
assuring relaxing 
rest that you know 
is basic to good 
health ... and good 
posture. 


A Saggi 
Mattress 
Cause This! 


PROFESSIONAL 
DISCOUNT 


oF $3900 
Limit of one full or 
two twin size sets 


Please check preference 


So that you as a physician can 
judge the distinctive features of the 
Sealy Posturepedic mattress for 
yourself before you recommend it 
to your patients, Sealy offers a spe- 
cial Doctor’s Discount on this mat- 
tress and foundation, when pur- 
chased for your personal use. 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, Iilinois 


Posturepedic Mattress 


Posturepedic Foundation each $79.50 


RETAIL PROFESSIONAL 


each $79.50 aaa $60.00 


$60.00 


1 Full size ( ) 1 Twin size ( ) 2 Twin size ( ) 
Enclosed is my check and letterhead. 
Please send my Sealy Posturepedic Set(s) to: 


Of special 
significance 
to the 
physician 


is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 


is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 


Davies, Rose 
Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


J. TAYLOR VERNON, M. D. 


E. H. E. TAYLOR, M. D. 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climate is mild and invigorating at all 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 


tion and treatment. 


for your complete insurance needs ioe 


PERSONAL 
PROPERTY 


PROFESSIONAL 
LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR 
_ COMMUNITY AS CLOSE AS YOUR PHONE © 


CHOSEN BY MEDICAL 


41 ildi 
Shaken HOME OFFICE: 111. WEST FIFT 

EDison 2-1633 


SERVICE OFFICE: RALEIGH, NORTH CAROLINA—323 W. MORGAN ST. TEmole 4-7458 


L 
seasons. 
FIRE any 
j Vv. Xe CMYIMI 
a SOCIETY OF THE STATE OF Fe 
NORTH CAROLINA FOR : : 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS DR. JAMES ASA SHIELD DR. WEIR M. TUCKER 


Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop 


Dr. ROBERT K. WILLIAMS 


For Phin ...give real relief: 


200 mg. (3 grains 
Phenacetin 150 1 or 2 tablets. 


Narcotic blank required. 


Demerol hydrochloride... 30 mg. (1/2 grain) 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 


Enohtablot D 
. . 
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a good buy in 
public relations 


... place 
today’s health 
in your reception room 


AMERICA’S 
AUTHENTIC 


Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 


- “SPECIAL Please enter 1, or renew (1, my subscription for the 
_HALF-PRICE RATES FOR period checked below : 
_ PHYSICIANS, NAME 

STREET 
CITY. ZONE STATE 
CREDIT WOMAN'S AUXILIARY OF COUNTY 
Years...$a.96 $4.00 YEARS... 95.90 $2.50 
O3 $3.25 ([]1 YEAR ....$2:Q0 $1.50 


pi - PROFESSIONAL Compliments of 


MANAGEMENT 
BUSINESS CONSULTANTS 

TO THE MEDICAL PROFESSION Wachtel’s ; Inc. 
AREA OFFICES 

P.O. Box 4110 Vice-Pres. Meneger SURGICAL 
TEL: EMerson 6-0052 


LOUISBURG, N. C. GORDON D. ZEALAND U P P I E S 


P.O. Box 183 Vice-Pres. & Manager 
TEL: GYpsy 6-3572 
ASHEVILLE, N. C. JACK C. PETTEE 
Doctors’ Office Bldg. Vice-Pres. & Manager 
TEL: Alpine 3-1483 LANKFORD M. STOREY 

Asst. Manager 
SOUTHERN PINES, N. C. J. FORREST JOYNER, JR. 
P.O. Box 818 Manager 
TEL: OXford 2-2101 GARLAND A. PIERCE 

Asst. Manager 
GREENSBORO, N. C. RUDOLPH M. THOMAS 
P.O. Box 601 Asst. Manager 
TEL: BRoadway 5-6764 

HOME OFFICE 

SOUTHERN PINES, N. C. HORACE COTTON 65 Haywood Street 
P.O. Box 818 President & Exec. Director 
TEL: OXford 2-2101 ASHEVILLE, North Carolina 


P. O. Box 1716 Telephone 3-7616—3-7617 


An Affiliate of Black & Skaggs Associates, Inc. 


| 
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THE special world your little one lives in is only as secure as you make 
it. Security begins with saving. And there is no better way to save than with 
U.S. Savings Bonds. Safe—your interest and principal, up to any amount, guar- 
anteed by the Government. Sound—Bonds now pay 3%% when held to maturity. 
Systematic—when you buy regularly through your bank or the Payroll Savings 
Plan. It’s so convienient and so wise—why not start your Savings Bonds program 
today? Make life more secure for someone you love. 


The U.S. Government does not pay for this advertisement. It is 
donated by this publication in cooperation with the Advertising 
Council and the Magazine Publishers of America. 
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@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 


: ‘ ~ Therapy @ Supervised Sports @ Religious Services 
= 


, Your patients spend many hours daily in healthful out- 


; 
T door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
ANCLOTE \| \\ Ok Florida’s Sunny West Coast . 
an ; e Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR, 2°" 
Medical Director—Samuel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT ‘Assoc. Medical Director_-WalterH. Wellborn, Jr.,M.D. 


Peter J.Spote,M.D. ZackRuss,Jr.,.M.D. ArturoG.Gonzalez,M.D. 
TARPON SPRINGS FLORIDA 


ON THE GULF OF MEXICO s.c. Worson, M.D.  R. E. Phillips, M.D. W. H. Bailey, M.D. 
Phone: Victor 2-1811 


In clinic 


office 


Protection Against Loss of Income and hospital 


from Accident & Sickness as Well as the Birtcher 
Hospital Expense Benefits for You and 
All Your Eligible Dependents 


MEGASON ULTRASONIC 


ALL PHYSICIANS 
oan is earning the respect of both operator and 
COME FROM patient because of its consistently excellent 


performance. Ask us for demonstration. 


PHYSICIANS CASUALTY & HEALTH 


ASSOCIATIONS Carolina Surgical Supply Company 


OMAHA 31, NEBRASKA 706 TUCKER ST. 217 \ OILLARD ST. 
Since 1902 RALEIGH, N. C. DURHAM, N. C. 
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INDEX TO ADVERTISERS 


American Casualty Insurance Company ............ Physicians Casualty Association 


XLV_ A. H. Robins Company ..................... III, XII, XXIV 
Brayten Pharmaceutical Company ................ VI, XXII, XLVII 
Bristol-Myers Company  ...............-.:c.:---cesce.-00:- XLIII Saint Albans Sanatorium ................................ XLVIII 
Burroughs-Wellcome & Company ............... AY, Senlycot the Carolina; Tite. XLIX 
XLIX Smith, Kline & French Laboratories ........ 4th Cover 
General Electric X-Ray Department ................ XLIII E. R. Squibb & Sons Div. of 
St. Paul Fire and Marine Insurance ...................... L 
Hospital Saving Assn. of N. C. .................... XXVII Thompson Homestead School ..................0........ XLVI 
P. M. Professional Management .......................... LII Winchester-Ritch Surgical Co. .2....0...0-0.ccccccceeee-- 
LVI, 3rd Cover Winthrop Laboratories, Ince. ........ XVI, XL, LI, Lv 


“flavor-timed’’ dual-action 
CORONARY VASODILATOR 


PECTORIS 


For continuing prophylaxis patient swallows 
the entire Dilcoron tablet. 

Average prophylactic dose: 

- 4 1 tablet four times daily. 


0.4 mg. (1/150 grain)—acts quickly 


signals patient when to swallow 1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 
PENTAERYTHRITOL TETRANITRATE — Bottles o f 100. 


15 mg. (1/4 grain)—prolongs action 3 


LV 

ORAL (tablet swallowed whole) 


“% Lord Cohen of Birkenhead: British M.J. 1:672, 1958. 
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for appropriate medical management of epilepsy 


the Parke-Davis family of anticonvulsants 


...an anti-epileptic for every clinical need 


+ complete control of seizures in many patients 


» reduced incidence and severity of seizures in many others 


for grand mal and psychomotor seizures 


Dilantin 


Celontin 
Milontin 


Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in many forms 
—including Kapseals® of 0.03 Gm. and 
0.1 Gm. in bottles of 100 and 1,000. 


Kapseals (Dilantin 100 mg., phenobar- 
bital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 


Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. 
Suspension, 250 mg. per 4-cc. teaspoon, 
16-ounce bottles. 


PARKE, DAVIS & COMPANY - DETROIT 32 ,MICHIGAN ¢ IP) 
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A desk 


is not for sleeping 


That’s why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: ‘Compazine’ 
Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.B, 
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